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ABSTRACT
The main goal of this study was to examine social support as a mediator of the relation 
between attachment style and depression in adolescents. Participants were 451 high school 
students (275 females, 176 males) in grades 9 to 13. Participants completed a questionnaire 
package assessing sociodemographic variables, life stress, attachment style, perceived and 
received social support, and depression. Structural equation analyses provided support for the 
hypothesized model for fearful individuals. Specifically, fearful attachment predicted iess 
perceived support and greater depressive symptoms. Perceived support predicted less 
depression. Perceived support mediated the relation between fearful attachment style and 
depression. Regression analyses revealed gender differences in the prediction of depression. 
Preoccupied attachment and secure attachment were significant predictors of depression for 
females, while fearful attachment and perceived peer support were significant predictors for 
males. Results highlight the relevance of attachment style and social support in understanding 
adolescent depression. The clinical implications of attachment theory for adolescent depression 
are discussed.
Adolescent Depression
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CHAPTER I:
INTRODUCTION
1.1. Context: General Statement of the Problem
Depression is one of the most debilitating psychiatric disorders (O’Connor, Berry,
Weiss, & Gilbert, 2002). The prevalence of depression has increased over the past 50 years, 
tends to be recurrent, and has a lifetime prevalence of 17.1 percent (Blazer, Kessler, & 
McGonagle, 1994). The economic cost of depression is enormous. A recent Health Canada 
study (2001) suggests that depression and distress cost Canadians at least 14.4 billion dollars 
annually in treatment, medication, lost productivity, and premature death. The study also notes 
that promoting the mental health of Canadians would be a sound investment. Given the 
tremendous human cost of depression, research has aimed at understanding the factors associated 
with this disorder.
In particular, adolescent depression is an increasing concern worthy of attention 
(Armsden, McCauley, Greenberg, Burke, & Mitchell, 1990; Kazdin, 1993; McFarlane, 
Bellissimo, Norman, & Lange, 1994; Reynolds & Johnston, 1994; Rutter, 1986; Sheeber, Hops, 
Alpert, Davis, & Andrews, 1997). Young Canadians are at risk for high levels of stress and 
depression (Health Canada, 2002). At least 10 percent to 20 percent of all adolescents in the 
general popul ation experience a depressive disorder, most of whom do not seek help for their 
disorder (Reynolds, 1992,1994). According to a recent Canadian study (Adlaf & Paglia, 1999), 
one third of students in Ontario in grades seven through OAC reported elevated psychological 
distress. Five percent of students in Ontario are at high risk for depression and 41 percent are at 
moderate risk for depression (Adlaf & Paglia, 1999). Young women aged 15 to 19 are the most 
likely of any demographic group to show signs of depression (Health Canada, 2002). The above
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research suggests that adolescence is a period of increased vulnerability to a depressive disorder, 
and it underscores the importance of researchers studying adolescent depression.
The consequences of developing depression during adolescence can be severe.
Adolescent depression can lead to long-lasting emotional suffering, substance abuse, bipolar 
disorder, and suicide (Reynolds & Johnston, 1994). Peterson, Ccmpas, Brooks-Gunn, Stemmier, 
Ey, and Grant (1993; noicd that “depression stands out among the psychological problems of 
adolescence, both for its impact on adjustment during the adolescent years and its long-term 
effects on adult psychological functioning” (p. 159). Given the detrimental effects of adolescent 
depression on psychological health and well-being, it is essential to learn more about ihe factors 
and mechanisms involved in this disorder. By increasing our understanding of adolescent 
depression, prevention, education, and treatment programs can be better designed and 
implemented.
Although adolescence has been identified as a critical period for understanding 
depression (Compas, Ey, & Grant, 1993), much of the research to date has been conducted with 
adults (e.g., Barnett & Gotlib, 1988) or preadolescent children (Sheeber & Sorensen, 1998). 
Currently, there is a gap in our understanding of the factors involved in adolescent depression. 
The greater prevalence of depressive symptoms and diagnoses among adolescents, compared to 
young children, underscores the need to study depression among adolescents (Compas et al, 
1993; Davidson & Manion, 1996). Given that individuals who manifest depression during 
adolescence are at a higher risk for recurrent depression and problems in adulthood (Harrington, 
Fudge, Rutter, Pickles, & Hill, 1990), it is important to focus research attention on this 
developmental period due to the significant opportunities for intervention.
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Researchers recognize the need to study factors related to adolescent depression. 
However, more work is needed in this area. Specifically, more research is needed to examine 
how stress and coping related variables, such as social support and attachment relationships, 
influence depression in adolescents, using an integrated framework or model. In this way, the 
mediational effects of certain variables of interest (e.g., social support) in adolescent depression 
can be tested. Some studies have examined stress and coping separately in their relations to 
depression (e.g., Armsden et al., 1990; Garland & Zigler, 1994; Sheeber et al., 1997). Garland 
and Zigler (1994), for example, examined correlates of adolescent support-seeking and included 
depression, but not attachment, in their investigation. It is difficult to obtain a comprehensive 
understanding of the factors involved in adolescent depression when these variables are not 
examined using a unifying framework or model; complex relations among variables of interest 
and mediators of adolescent depression cannot be identified and tested.
Attachment is one’s feelings of physical and emotional closeness, comfort, and trust in 
others, including parents, peers, or significant others. Perceived social support is the aid that one 
perceives as being available if needed. Received social support, a distinct construct from 
received support, is the aid that one reports receiving when under stress (Barrera, 1988; 
Wethington & Kessler, 1986). There is evidence in the literature of links between attachment 
and social support, attachment and depression, and social support and depression. Life stress 
also has been significantly linked to these variables. It has been found, for example, that 
people’s attachment style might play a key role in determining social support expectations and 
that an insecure attachment style might negatively impact on support-seeking behaviour 
(Moreira, de Fatima Silva, Moleiro, Aguiar, Andrez, et al., 2003; Ognibene & Collins, 1998; 
Sarason, Pierce, & Sarason, 1990; Simpson, Rhodes, & Nelligan, 1992). Studies also have
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found support for a relation between insecure attachment and greater maladjustment and 
symptomatology (Armsden & Greenberg, 1987; Kemp & Neimeyer, 1999). Associations also 
have been established between social support and depression, particularly perceived support, 
such that lower levels of this type of support lead to greater stress and depressive 
symptomatology (Cohen & Wills, 1985; Sheeber et al., 1997; Wenz-Goss et al., 1997).
Relations also have been found between these variables and life stress; individuals who perceive 
less support or who are insecurely attached report greater depression (Armsden & Greenberg, 
1987; Thoits, 1995; Unger et al., 1998). Despite these links, few studies have specifically 
examined the possible mediational effect of social support in the relation between attachment 
and depression, even though such research would lead to a more elaborate understanding of 
adolescent depression. Additional limitations in this literature (particularly the social support 
literature) is that most of the research has been correlational, and it has been conducted with 
adults (e.g., Hawkins, Tan, Hawkins, Smith, & Ryan, 1999; Sandler & Barrera, 1984; 
Wellington & Kessler, 1986).
A few recent studies have examined perceived support as a mediator of stress and coping 
related variables. One recent study with young adults, conducted by Ognibene and Collins 
(1998), examined perceived support as a mediator of secure attachment and support-seeking; 
they found evidence for its mediational effects in the link between secure attachment and 
support-seeking. Another study with college students, conducted by Larose, Bernier, Soucy, and 
Duchesne (1999), tested and found support for a mediational model whereby individuals’ 
attachment style affected their perceptions about help-seeking, which, in turn, affected their 
help-seeking behaviour. More work is needed in this area to examine possible mediators, but of 
adolescent depression, to help to clarify the underlying mechanisms.
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It also is important to consider that the relations among stress and coping related 
variables and depression might vary across sociodemographic variables (e.g., age, gender, 
socioeconomic status). Gender differences, for instance, in stress, social support, and depression 
have been established (e.g., Avison & McAlpine, 1992; Cooper et al., 1998; Halstead et al.,
1993; Nolen-Hoeksema & Girgus, 1994; Rickwood, 1995; Seiffge-Krenke, 1993). Less 
consistent results, however, have been found regarding gender differences in attachment style. 
Regarding age, more work is needed to examine age differences in stress, attachment style, 
social support, and depression among adolescents (Cooper et al., 1998). In terms of 
socioeconomic status (SES), higher rates of depression and life stress have been reported for 
adolescents from families of lower socioeconomic status (Gore, Aseltine, & Colton, 1992; 
Schwartz, Gladestone, & Kaslow, 1998; Reinherz, Giaconia, Pakiz, et al., 1993; Treadwell & 
Johnson, 1980). However, not all studies have found this effect (Costello et al., 1988; Whitaker 
et al., 1990). Overall, some sociodemographic effects across these variables have been found. 
Thus, it would be important for any mediational model consisting of stress and coping related 
variables to explore possible sociodemographic effects.
1.2. Research Objectives and Hypothesized Model
The main goal of this research was to examine social support as a mediator of the relation 
between attachment style and depression in adolescents. This was examined by proposing a 
mediational model of the relations between life stress, attachment style, social support, and 
depression (see Figure 1.1, p. 6). An attachment framework was used in this study to unify the 
major variables in the model. This research also examined the major variables of interest across 
sociodemographics (i.e., age, gender, SES). The predicted full model is presented later in 
Figures 3.1,3.2, and 3.3 (pgs. 90,92, and 95).
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Perceived
Support
DepressionAttachment
Received
Support
Stress
Figure 1.1: Hypothesized Model
On the basis of past research, the following direct paths were proposed in the model 
(Figure 1.1): (1) Life stress would predict attachment style, social support (perceived and 
received), and depression; (2) attachment style would predict social support and depression; (3) 
social support would predict depression; (4) perceived support would predict received support; 
and (5) social support would mediate the relation between attachment style and depression.
The effects of sociodemographic factors (i.e., gender, age, SES) across the model 
variables also were evaluated in this study. Age, gender, and SES effects were examined in this 
study, because these factors generally have been found to relate to stress, social support, and 
depression, and they might influence attachment style (Armsden & Greenberg, 1987; Kobak et 
al., 1991).
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1.3. Importance of the Current Study
As illustrated by the model in Figure 1.1 (p. 6), this study integrates the literature from 
the attachment and social support areas to examine a mediational model of depression. As a 
result, the present study provides new and integrated information about the mechanisms involved 
in adolescent depression. It is particularly important to study life stress, attachment, social 
support, and depression during adolescence, because it is a developmental period of increased 
vulnerability to psychological disorders (e.g., depression). This might be because adolescence 
is a developmental period when important relationships are reorganized and critical life choices, 
with long-standing impacts, are made (Youniss & Smollar, 1985). Furthermore, there are 
tremendous psychosocial costs associated with adolescent depression in Canada. This research 
potentially will help in the prevention of the long-term consequences associated with depression 
(e.g., emotional suffering, substance abuse, bipolar disorder, suicide) (Reynolds & Johnston, 
1994). As well, the information obtained from this research potentially will help inform 
intervention programs targeted at depressed or distressed adolescents. Because a non-psychiatric 
sample was used, the information obtained from this research is useful to a wide range of 
individuals and/or groups who work with adolescents (e.g., school personnel, youth workers, 
community-based organizations, parents).
The present study examined life stress, attachment style, social support, and depressive 
symptoms across age (i.e., 14- to 19-year-olds) and gender. It is important to study these 
variables across age because of the important developmental changes that occur during 
adolescence. Age, for example, has been positively associated with greater support-seeking 
during adolescence and to more positive perceptions of social support (Kuhl et al., 1997; 
Silverman & Menna, 2001). There are less consistent results regarding variations in rates of
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symptoms and depression across age in community samples. Some studies have found no 
variations in symptoms levels or depressed mood with age (Rutter & Smith, 1995). Other 
studies have found symptom levels to rise during middle adolescence and then decline somewhat 
by late adolescence (Cooper et al., 1998; Petersen et al., 1988). This might be due to the relative 
increase in difficulties in renegotiating the parent-child relationship in middle adolescence 
(Petersen et al., 1988). More research is needed to clarify possible age differences in depressive 
symptoms across adolescence. To date, there appears to be some preliminary evidence of 
distinct outcomes and developmental changes across adolescence.
It also is useful to study the influence of socioeconomic status (SES) across the major 
variables of interest in this study. There is some evidence to suggest elevated rates of depression 
in adolescents of lower SES (Gore, Aseltine, & Colton, 1993; Reinherz, Glaconia, Pakiz, et al., 
1993; Schwartz, Gladestone, & Kaslow, 1998; Siegel & Griffin, 1984). SES also is typically 
associated with increased developmental risk (McLoyd, 1998), as well as increased life stress 
(Treadwell & Johnson, 1980; Turner, 1999). Some studies have noted that SES affects the 
availability of social support (Turner, 1999), as well as the security of one’s attachment 
relationships (Evans, 1998; Van Ijzendoom & Bakermans-Kranenburg, 1996). Not all studies, 
however, have noted SES effects in depression among adolescents (Costello et al., 1988; Kandel 
& Davies, 1982; Whitaker et al., 1990). One difficulty in this area is that SES is measured in 
various ways (Hammen & Rudolph, 1996). Overall, there is some evidence to suggest that the 
hypothesized model in this study might vary for adolescents of lower versus higher SES.
It equally is important to study life stress, attachment style, social support, and 
depression across gender because of the significant gender differences that have been found. 
Females generally seek and perceive more social support in their support networks (Halstead et
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al., 1993; Munsch & Blyth, 1993; Rickwood, 1995; Seiffge-Krenke, 1993). Adolescent females 
also report higher levels of distress and depressive symptomatology (Avison & McAlpine, 1992; 
Cooper et al., 1998; Kobak et al., 1991; Nolen-Hoeksema & Girgus, 1994; Petersen, 1988). A 
study in the attachment literature reported similar findings. Specifically, adolescent females 
(particularly when they perceived their parents as being low in warmth) reported increased 
internalizing problems and depressive symptomatology, particularly with increasing age 
(Scaramella, Conger, & Simons, 1999). Research also indicates a slight tendency for females to 
be more securely attached than males (Armsden & Greenberg, 1987; Ognibene & Collins, 1998), 
although not all studies have noted this effect (Cooper et al., 1998; Greenberger & McLauglin, 
1998). As well, females might be more likely to be preoccupied and males to be dismissing in 
their attachment styles (Bartholomew & Horowitz, 1991; Kobak et al., 1991; Lessard & Moretti, 
1998). However, it is difficult to generalize these findings given that most of the studies 
employed a three-factor attachment model (i.e., which include secure and preoccupied styles, but 
do not distinguish between fearful and dismissing avoidants), with the exception of a few 
researchers in the area (e.g., Ognibene & Collins, 1998; Bartholomew & Horowitz, 1991). A 
more detailed description of the different attachment styles and models is presented in the 
following section.
Ognibene and Collins (1998) reported females to be slightly more securely attached than 
males and males to be more dismissing in their attachment styles. Bartholomew and Horowitz 
(1991) found females to have significantly higher scores on an interview-based preoccupied 
rating and males to have higher scores on a dismissing rating. Brennan, Shaver, and Tobey 
(1991), using Bartholomew’s model and her single-item, 7-point rating scale, found females to 
be more fearful in their attachment styles and males to be more dismissing and preoccupied.
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Given the inconsistent findings reported in the literature, more work is needed to examine gender 
differences across the four attachment styles (secure, fearful, preoccupied, and dismissing).
1.4. Literature Review
1.4.1. Introduction
The main goal of this research was to examine social support as a mediator of the relation 
between attachment style and depression in adolescents. To evaluate this model (Figure 1.1, p. 
6), it first was necessary to summarize the existing evidence testing the associations between the 
model variables. Before summarizing this literature, a discussion on attachment theory and the 
measurement of adolescent and adult attachment is presented.
1.4.2. Brief Review of Attachment Theory
Attachment theory typically is discussed in the context of John Bowlby’s (1969,1973, 
1980,1982) and Mary Ainsworth’s (1978) pioneering work. Bowlby proposed that attachment 
can best be understood as an enduring affectional bond to some other which is of substantial 
intensity. It consists primarily of one’s feelings of physical and emotional closeness, comfort, 
and trust in another person. Ainsworth introduced the concept “secure base” to attachment 
theory. According to Ainsworth, a secure attachment relationship provides a secure base from 
which an infant might venture from the proximity of the caregiver to explore the environment 
while maintaining a sense of security. More recently, attachment theory is considered a useful 
framework for understanding interpersonal relationships and well-being throughout the lifespan 
rather than only during infancy. This is because attachment continually involves seeking and 
maintaining closeness, comfort, and ongoing availability from others (Shaver & Hazan, 1993).
Bowlby (1982,1988) proposed that people at any age exhibit greater social and 
emotional adjustment when they have confidence in the accessibility and responsiveness of
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another person in times of stress. This underscores the stability of attachment across time, as 
well as the relation between secure attachment and positive feelings of well-being. Similarly, 
during adolescence, despite young people’s striving for autonomy and exploration, secure 
attachment to significant figures, including parents, is related to positive psychological health 
and development (Allen & Land, 1999; Armsden & Greenberg, 1987; Bowlby, 1969) and 
positive psychosocial functioning (Allen et al., 1998).
The parent-child attachment relationship is believed to provide a secme emotional base 
or foundation from which adolescents and young adults can master new environments and 
transitions (Allen et al., 2003; Armsden & Greenberg, 1987; Grotevant & Cooper, 1986; 
Salzman, 1996). This possibly is because the secure relationship provides them with increased 
self-confidence, social skills, and competence, compared to insecurely attached individuals 
(Elicker et al., 1992; Cotterell, 1992; Kobak & Sceery, 1988). This secure base provided by 
parents often leads to the establishment of a secure base with peers (Grossmann & Grossmann, 
1991; Helsen, Vollebergh, & Meeus, 2000; Steinberg & Silverberg, 1986). Elicker et al. (1992), 
for example, found that early attachment patterns were strong predictors of later peer 
relationships such that young adolescents with secure attachment histories reported having more 
friends whom they considered to be reliable and trustworthy. This highlights the long-term 
effects or implications of secure parental attachment on adolescent social and interpersonal 
functioning and development.
Researchers have reported that a secure attachment base with parents and peers will lead 
to a secure attachment relationship with romantic partners (Hazan & Shaver, 1987; Seiffge- 
Krenke, 1995). Hazan and Shaver (1987) found that individuals who are anxiously attached 
report more emotional highs and lows, jealousy, and obsessive preoccupation with their partners
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compared with more securely attached individuals. Secure individuals reported relationships 
characterized by more happiness, trust, and friendship. This work suggests that secure 
attachments in childhood and adolescence have significant and ongoing positive implications for 
relationships and interpersonal functioning in later life.
According to attachment theory, people have mental representations of attachment 
(known as “internal working models”) centering on expectations of the emotional availability 
and responsiveness of others and the worthiness of self. These internalized, active thought 
processes, in turn, affect one’s capacity to form and maintain satisfying relationships in 
adulthood (Bowlby, 1988). As well, these models are thought to play a key role in determining 
social support expectations (Moreira et al., 2003; Sarason, Pierce, & Sarason, 1990). Thus, 
children and adolescents with attachment figures who are consistently responsive will form more 
favorable expectations of the self and others. They will come to believe that the self is worthy of 
love and support and that others are trustworthy and reliable; these positive beliefs will serve to 
enhance interpersonal ties, coping skills, a sense of self-worth, and self-efficacy (Bowlby, 1980). 
Early perceptions and attributions of the self and others are believed to be carried forward and 
remain influential throughout the lifespan (Collins & Read, 1994), guiding one’s thoughts, 
feelings, and behaviours, particularly when distressed. Thus, secure attachment experiences in 
early life typically will lead to positive social support expectations in later life, suggesting direct 
positive relations between attachment and perceptions of social support. It has been suggested 
that supportive relationships in later life are an extension of early attachment experiences in that 
they serve to maintain and improve the person’s sense that he or she is valued and loved 
(Moreira et al., 2003; Sarason, Shearin, Pierce, & Sarason, 1987).
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Attachment relationships are distinct in function from other adult relationships because of 
their emphasis on providing others with feelings of security and belonging and diminishing 
feelings of loneliness and restlessness. Although the attachment system is considered active at 
all times, attachment behaviour is more marked in the presence of a stressor, similar to support- 
seeking behaviour (Ainsworth, 1982). Individuals wi>h secure attachment histories should be 
better able to cope with stressors due to their belief that they can control their environment and 
that others will be available to help and provide needed support (Ognibene & Collins, 1998). 
Blain and Whiffin (1993), for example, found that securely attached adolescents perceived more 
available social support from parents and friends. In contrast, individuals with insecure 
attachment histories might lack the necessary resources to regulate their emotions and cope with 
stressors, leading to maladjustment (Kobak & Screery, 1988; Simpson et al., 1992). Thus, 
support-seeking behaviour might be a manifestation of one’s attachment system.
1.4.3. Conceptualization and Measurement of Adolescent and Adult Attachment
Numerous attachment models and measurement instruments have been derived from 
attachment theory, largely based on the pioneering work of Ainsworth et al. (1978) and her 
“strange situation” paradigm. To assess attachment, Ainsworth devised a stress-inducing 
procedure in which she elicited infants’ attachment behaviours by repeatedly separating and re­
uniting infants and their mothers. The attachment behaviour was believed to be “hard-wired” or 
biologically determined. Ainsworth’s work identified three attachment patterns: secure (i.e., 
infant was distressed when separated from mother and sought comfort when re-united), 
anxious/ambivalent (i.e., infant was clingy before separation and preoccupied with mother’s 
presence when re-united), and avoidant (i.e., infant showed little overt distress when separated 
and exhibited avoidance behaviour when re-united). Ainsworth’s work served as the foundation
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for other work in the field.
Main, Kaplan, and Cassidy (1985), in constructing the Adult Attachment Interview (AAI; 
a semistructured adult interview that assesses current meaning to past attachments), advanced a 
three-factor attac ,nent model which differs somewhat from Ainsworth’s three-factor model. 
Main et al.’s model includes secure-autonomous, dismissing (avoidant), and preoccupied 
(ambivalent) styles. Individuals assessed using the AAI also can be classified as “unresolved- 
disorganized,” meaning that they exhibit confusion and disorganization in the reporting of 
attachment-related traumas of loss and/or abuse. A limitation of Main et al.’s AAI is that it is 
designed to measure the meaning attached to childhood parental attachments rather than 
assessing current attachments to a variety of significant figures (Bartholomew & Horowitz, 
1991). Moreover, the AAI is expensive, time consuming, and requires extensive training to 
administer and score the instrument. Given this instrument’s limitations and the present study’s 
objective of examining current attachment relationships, this measure was not used.
Hazan and Shaver (1987), in their original work on adult romantic attachment, adopted 
Ainsworth’s threefold typology as a framework for studying feelings and thoughts in romantic 
relationships. Their work is important, because it translated childhood attachment styles into 
terms relevant to adult attachment relationships. They identified three main attachment 
categories: secure, avoidant (i.e., fearful), and anxious/ambivalent (i.e., preoccupied) styles. 
Hazan and Shaver’s avoidant individuals are more consciously troubled and lacking in self­
esteem compared with Main’s avoidant individuals, who are defensively self-assertive and prone 
to deny troubles and vulnerabilities (Brennan, Shaver, & Tobey, 1991). Hazan and Shaver 
constructed a measure to assess romantic attachment styles. The measure includes brief 
descriptions of each of the three proposed attachment types. Respondents are to choose the one
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description or category which best captures their approach in adult romantic relationships.
An important issue which arises from Hazan and Shaver’s three-category, forced-choice 
instrument is whether adult attachment patterns are best conceptualized and measured as types or 
dimensions. Some advantages of Hazan and Shaver’s categorical measure of romantic 
attachment is its brevity, face validity, and ease of administration (Crowell et al,, 1999). 
However, some potential limitations of categorical measures are that they overlook variation 
among individuals within categories, and they do not recognize that individuals might vary in the 
extent to which they can be categorized by each pattern. Due to these limitations, some 
attachment researchers (Bartholomew & Horowitz, 1991; Levy & Davis, 1988; Simpson, 1990) 
have adopted continuous rating scales and dimensional measurement models. Levy and Davis 
(1988) asked participants to rate the extent to which each of the three attachment patterns 
proposed by Hazan and Shaver described their approach to relationships. Simpson (1990) 
deconstructed Hazan and Shaver’s descriptions of each attachment type into separate statements 
that individually could be rated on a Likert-type scale.
Bartholomew (Bartholomew & Horowitz, 1991), guided by the work of Bowlby (1973), 
Main et al. (1985), and Hazan and Shaver (1987), developed a four-factor attachment model. It 
consists of secure, preoccupied, fearful, and dismissing styles. Bartholomew’s model includes 
two distinct kinds of avoidant individuals: Fearful-avoidant individuals (corresponding to Hazan 
and Shaver’s “avoidant” style) and dismissing-avoidant individuals (corresponding to Main’s 
“dismissing” style).
Bartholomew’s four-factor attachment model is shown in Figure 1.2 (p. 16). According 
to Bartholomew’s model, individuals’ responses might correspond, to varying degrees, to each 
of the four attachment categories or prototypes, with most individuals exhibiting characteristics
Adolescent Depression 16 
from more than one attachment prototype. The four attscbmom styles have differing 
combinations of two underlying dimensions, namely, -' king models of self (i.e., beliefs abor* 
self-worth) and working models of others (i.e., beliefs about the availability and responsiveness 
of others). These working models of self and others can be positive or negative.
Positive 
Model of Other
Negative
Figure 1.2: Bartholomew’s Four-Factor Model of Adult Attachment
According to Bartholomew’s model, people fitting the secure attachment prototype tend 
to be more comfortable with closeness and view others as accepting and responsive and 
themselves as loveable. People with the preoccupied attachment style tend to view others 
positively, but themselves as unloveable; they are overinvolved in close relations and are overly 
expressive and dependent on others for acceptance and well-being. The preoccupied style is 
likely to be accompanied by high levels of helplessness and frustration when intimacy needs are
Model of Self
Positive Negative
SECURE
Comfortable with 
intimacy and autonomy
PREOCCUPIED
Preoccupied with 
relationships
DISMISSING
Dismissing of intimacy 
Counterdependent
FEARFUL 
Fearful of intimacy and 
socially avoidant
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not met, which might increase levels of depressive symptomatology (Kobak et al., 1991; Moreira 
et al., 2003; Salzman, 1996). People with the fearful-avoidant style tend to view others as 
rejecting and inaccessible and themselves as unworthy and unlovable; they are likely to avoid 
close relationships due to their distrust of others and fear of rejection, even though they desire 
social contact. People with the dismissing-avoidant style also view others as untrustworthy and 
inaccessible, yet they have a positive view of themselves and maintain a sense of independence 
and invulnerability. According to Bartholomew (Bartholomew & Horowitz, 1991), people with 
the dismissing-avoidant style might protect themselves from disappointment and possibly 
distress by avoiding close relations and emotionally distancing themselves from others. This 
likely results in a decreased tendency to seek social support when needed.
The present research is guided by Bartholomew’s four-group model of attachment.
There are several advantages to using this model. First, there is a growing consensus amongst 
attachment researchers that adolescent and adult attachment is best described by four rather than 
three attachment styles (Kemp & Neimeyer, 1999; Ognibene & Collins, 1998). Second, 
instruments based on a three-factor model migh' obscure two conceptually separate patterns of 
avoidance (Bartholomew & Horowitz, 1991; Kemp & Neimeyer, 1999). Third, Bartholomew 
(Bartholomew & Horowitz, 1991) has shown that each attachment prototype in the four-factor 
model is related to distinct patterns of interpersonal functioning and behaviour, lending support 
to its construct validity. Fearful-avoidant individuals, for example, are more likely to report 
interpersonal problems related to their overly passive relational style. Dismissin-avoidant 
individuals report more problems related to a lack of warmth in social relations, while 
preoccupied individuals report more problems related to their highly dependent, but controlling 
(or overly dominating), interpersonal style. Fourth, studies have found support for the construct
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validity and reliability of these attachment patterns over a 2-year period (Griffin &Bartholomew, 
1994; Scharfe & Bartholomew, 1994).
Attachment measures based on Bartholomew’s fourfold typology (e.g., Relationship 
Questionnaire; Relationship Scales Questionnaire) have been found to be valuable research tools 
for assessing young people’s relationships to a range of significant others, including close 
friends, romantic others, siblings, and parents. The present study uses the Relationship Scales 
Questionnaire (RSQ; Griffin & Bartholomew, 1994) and the Relationship Questionnaire (RQ; 
Bartholomew & Horowitz, 1991) to assess attachment. For the Relationship Questionnaire 
(RQ), respondents are to choose the statement which best characterizes them in relationships and 
rate each description according to how well it describes them. For the Relationship Scales 
Questionnaire (RSQ), respondents are to rate 30 items or statements according to how well it 
describes them in relationships. The 30 items are scaled to create a score on each of the four 
attachment patterns (secure, fearful, preoccupied, and dismissing). The primary advantage to 
using these measures is that individual differences in participants’ attachment profiles can be 
captured across the four styles. Also, the data from these scales is well suited for correlational 
analyses.
Recently, a few researchers in the area (Kemp & Neimeyer, 1999; Ognibene & Collins, 
1998) adopted Bartholomew’s model with young adults in examining the associations between 
attachment, coping, and well-being. Kemp and Neimeyer (1999) examined the relations among 
attachment style, coping, and psychological distress in a sample of college students. Attachment 
was assessed using Bartholomew’s Relationship Questionnaire (RQ; Bartholomew & Horowitz, 
1991). Individuals with a fearful attachment style showed higher levels of psychological 
symptoms compared with dismissing and secure individuals. Compared with securely attached
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individuals, preoccupied individuals reported higher levels of intrusive psychological symptoms 
and psychological distress. Ognibene and Collins (1998) examined attachment, perceived 
support, and coping in young adults. Attachment was assessed using Bartholomew’s 
Relationship Questionnaire (RQ; Bartholomew & Horowitz, 1991) and Relationship Scales 
Questionnaire (RSQ, Griffin & Bartholomew, 1994). Secure individuals perceived more support 
from family and friends, and they sought more support in times of stress. Preoccupied 
individuals also sought more support in response to stress, but tended to use escape or avoidance 
strategies. Dismissing and fearful individuals sought less support, and they used more distancing 
strategies.
1.4.4. Literature Review on Specified Paths in the Hypothesized Model 
Life Stress and the Other Model Variables
Associations have been found between life stress and perceived support and life stress 
and attachment. Individuals who perceive less support or who are insecurely attached tend to 
report higher levels of stress (Armsden & Greenberg, 1987; Thoits, 1995; Unger, Kipke, Simon, 
Johnson, Montgomery, & Iverson 1998). Less research has examined the relations between life 
stress and received support, and few studies have examined all these variables (i.e., stress, 
attachment style, social support) using an integrated framework. A few studies of received 
support (primarily using the Inventory of Socially Supportive Behaviours; ISSB; Barrera et al., 
1981) have reported positive associations between life stress and received support (Barrera,
1981; Sandler & Barrera, 1984). It is important to examine potential relations between life stress 
and received support because of the preliminary evidence that has been found for the differential 
effects of perceived and received support on adjustment to stressors (Wethington & Kessler, 
1986).
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An association also has been found between life stress and depression. Individuals who 
report higher levels of life stress also report greater psychological distress and depressive 
symptomatology (Bell, LeRoy, & Stephenson, 1982; Dumont & Provost, 1999; Wenz-Goss, 
Siperstein, Untch, & Widaman, 1997). Social support has been identified as a potential 
protective factor against the negative effects of stress on well-being (Bell et al., 1982; Cohen & 
Wills, 1985; Duran, 1989; Solomon, 1985; Wenz-Goss et al., 1997). Less is known, however, 
about whether social support (perceived or received) might mediate the relation between stress 
and symptomatology. Studies examining this would elaborate our understanding of the 
mechanisms linking stress to symptomatology.
As well, researchers have found females to report higher levels of life stress and 
depressive symptomatology compared with males (Avison & McAlpine, 1992; Cooper et al., 
1998; Kobak et al., 1991; Nolen-Hoeksema & Girgus, 1994; Petersen, 1988). Similarly, low 
SES has been related to higher levels of stress (McLoyd, 1998). Also, some researchers have 
reported stress and symptom levels to rise during middle to late adolescence (Cooper et al.,
1998; Petersen, 1988). These sociodemographic effects can be understood in a variety of ways. 
Females, middle to late adolescents, or adolescents of lower SES might be more reactive or 
vulnerable to stress (Thoits, 1982). Females also tend to use ruminative styles of coping with 
stress which generally have been found to be predictive of greater symptomatology and 
depression (Nolen-Hoeksema & Morrow, 1993; Nolen-Hoeksema & Girgus, 1994). It has been 
argued that this gender difference might be an artifact of females being socialized to report or 
express greater “depressive symptoms” than males on measures of depression (Baron & 
Campbell, 1993). However, several studies using the Beck Depression Inventory (BDI) have 
found evidence that the mean differences in depression scores between males and females cannot
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be attributed to gender item bias; they found that this depression scale (i.e., BDI) is both useful 
and valid for differentiating between nonclinical and clinical adolescent males and females with 
respect to level of depressive symptoms (e.g., Byrne et al., 1993; Canals et al., 2001; Marton et 
al., 1991; Santoretal., 1994).
Attachment and Social Support
Studies have found that people with different attachment styles significantly differ in 
how they cope with stressors, particularly with respect to their support-seeking behaviour 
(Armsden & Greenberg, 1987; Kobak & Sceery, 1988; Mikulincer et al., 1993; Ognibene & 
Collins, 1998; Simpson et al., 1992). Armsden and Greenberg (1987), for example, found that 
securely attached college students were more likely to seek social support in response to stressful 
life events, suggesting a relation between secure attachment and greater support-seeking 
behaviour.
Kobak and Sceery (1988), using a college student sample, employed the Adult 
Attachment Interview (AAI). They found that securely attached students responded to distress 
by engaging in more constructive coping behaviours. Students classified as securely attached 
reported less loneliness and more social support than dismissing students. This finding is 
consistent with the notion that secure attachment is related to positive social and interpersonal 
functioning. Preoccupied individuals did not report less social support, however they did report 
greater personal distress.
More recently, Ognibene and Collins (1998) examined attachment, perceived support, 
and coping in young adults, as measured by a modified version of the Ways of Coping (WOC) 
scale (Folkman et al., 1986). Attachment was assessed using Bartholomew’s four-factor 
Relationship Questionnaire (RQ; Bartholomew & Horowitz, 1991) and Relationship Scales
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Questionnaire (RSQ, Griffin & Bartholomew, 1994). Perceived support was assessed using the 
Perceived Social Support Scale (PSS; Procidano & Heller, 1983). Ognibene and Collins found 
that secure individuals perceived more support from family and friends, and they sought more 
support in times of stress. Preoccupied individuals also sought more support in response to 
stress, but tended to use escape or avoidance strategies. In contrast, dismissing and fearful 
individuals were less likely to seek support, and they were more likely to use distancing 
strategies. The limited literature on adolescents also has supported the finding that dismissing 
individuals tend to withdraw from support resources (Reimer, Overton, Steidl, Rosenstein, & 
Horowitz, 1996). This finding might be due to the fact that dismissing individuals tend to come 
from less responsive families (Reimer et al., 1996). In contrast, preoccupied individuals report 
overly active and enmeshed attachment and social support systems (Allen & Land, 1999).
Most of the research examining attachment and coping has been based on the three-factor 
attachment models, rather than the four-factor model. As well, studies examining the relations 
between attachment and coping typically have assessed perceived support or general coping 
strategies and have included college students in their samples (Collins & Feeney, 2000; 
Greenberger et al., 1998; Kemp and Neimeyer, 1999; Kobak & Sceery, 1988; Larose et al.,
1999; Mikulincer et al., 1993; Ognibene & Collins, 1998; Simpson et al., 1992). Few studies 
examining attachment and coping have included measures of received support (e.g., Ognibene & 
Collins, 1998) using adolescent samples. A discussion on the importance of distinguishing 
between perceived and received support is presented in a later section on social support and 
depression. In addition, few studies have examined attachment and coping related variables in a 
mediational model of adolescent depression. This would lead to a more comprehensive 
understanding of the mechanisms underlying adolescent depression.
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Mikulincer et al. (1993), using a sample of Israeli college students, examined attachment 
and coping in response to missile attacks during the Gulf War. Participants were classified as 
secure, avoidant, or anxious/ambivalent using Hazan and Shaver’s (1987) three-factor 
attachment model. Support-seeking was measured using a shortened version of the Ways of 
Coping Checklist (Folkman & Lazarus, 1980). Consistent with Mikulincer et al.’s (1990) earlier 
research, securely attached individuals used more support-seeking strategies, and they reported 
the lowest overall levels of anxiety, depression, somatization, and hostility. Ambivalent 
individuals (i.e., preoccupied) used more emotion-focused strategies (i.e., behaviours aimed at 
regulating stressful emotions) and avoidant (i.e., fearful) individuals used more denial and other 
avoidant coping strategies. These significant findings suggest that attachment might serve as a 
template that people use to select strategies for coping with stressful life events. Mikulincer et 
al. reported no significant differences in the use of problem-focused coping (i.e., behaviours or 
actions aimed at solving a stressful problem). Recently, however, Greenberger and McLaughlin 
(1998), using college students, found that secure attachment is associated with greater support- 
seeking and more active problem solving; active problem solving, in turn, is related to well­
being (Unger et al., 1998).
Simpson and colleagues (1992) used Hazan and Shaver’s (1987) attachment model to 
examine the relation between attachment and support-seeking in a laboratory study of dating 
couples. They found that when secure women were placed in an anxiety-provoking situation, 
they tended to seek more support and comfort from their partners as their level of anxiety 
increased. Insecurely attached (particularly avoidant) women, on the other hand, used more 
distancing strategies when their anxiety level increased. Other laboratory studies with romantic 
partners also have reported relations between avoidant attachment and less support-seeking
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(Collins & Feeney, 2000; Fraley & Shaver, 1998). Simpson et al.’s (1992) findings also 
reinforce the association between high levels of stress and insecure attachment. A recent study 
by Kemp and Neimeyer (1999) examined attachment and coping with moderately stressful 
situations rather than highly stressful events in a college sample. They found that secure 
attachment was not associated with greater support-seeking for moderately stressful situations. 
This finding suggests that attachment systems might only be activated in times of high stress 
rather than to moderate or low stress.
A few studies with young adults also reported insecure attachment styles (including 
avoidant and ambivalent styles) to be related to pessimistic beliefs and expectations about the 
risks, costs, and futility of seeking help from others (Sarason et al., 1991; Wallace & Vaux, 
1993). This might stem from a general mistrust of others (Wallace & Vaux, 1993), or subjective 
perceptions of support not being available when needed (Bartels & Frazier, 1994; Kobak & 
Sceery, 1988; Ognibene & Colins, 1998; Sarason et al., 1991). This, in turn, might negatively 
influence the propensity to seek help (Larose et al., 1999), resulting in higher levels of 
depression. These studies provide some evidence of an association between attachment style 
and seeking and perceiving social support. Future studies need to work at clarifying these 
associations and the mechanisms by which they occur.
Attachment and Depression
Relations have been reported between secure attachment and well-being and insecure 
attachment and greater maladjustment and symptomatology in times of stress (Armsden & 
Greenberg, 1987; Kemp & Neimeyer, 1999; Mikulincer et al, 1993; Papini & Roggman, 1992). 
The relation between insecure attachment and depression might be due to the fact that the low 
self-worth and negative expectations or perceptions of others which tend to be characteristic of
Adolescent Depression 25 
insecure attachment have been closely linked to depression (Kobak, Sudler, & Gamble, 1991).
Regarding relations between attachment and symptomatology, Armsden and Greenberg 
(1987), using a sample of college students, found that securely attached individuals reported 
greater self-satisfaction and fewer symptoms in response to stress, thus underscoring the relation 
between secure attachment and lower psychological distress. A more recent study with early to 
late clinical adolescents found that insecure attachment was related to high levels of depression 
and suicidal behaviours (West et al., 1999). It is not known, however, whether these findings are 
generalizable to nonclinical adolescent samples.
The attachment literature to date has reported that insecurely attached individuals tend to 
be more anxious, sad, and hostile, and they have more negative or mistrusting views of the 
world, self, and others (Armsden & Greenberg, 1987; Bartholomew & Horowitz, 1991; Collins 
& Read, 1990; Kobak & Sceery, 1988). Insecure attachment is related to problems in emotional 
adjustment and adaptation, loneliness, physical symptoms, and alcohol consumption (Brennan, 
Shaver, & Tobey, 1991; Cooper et al., 1998; Hazan & Shaver, 1987,1990; Kobak & Sceery, 
1988; Mikulincer et al., 1993). Most of this research, however, is conducted with young adults, 
and it is correlational in nature.
Papini and Roggman (1992) conducted one of the few studies examining attachment and 
its relation to early adolescent depression using a sample of 12-year-olds. They used the 
Inventory of Parent and Peer Attachment (IPPA; Armsden & Greenberg, 1987) and found that 
secure parental attachment is correlated to less depressive symptomatology during the transition 
into junior high school. This finding underscores the positive effect of secure parental 
attachment for early adolescents experiencing this particular transition. Their work is important 
because it examines attachment and depression using a nonclinical adolescent sample.
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Papini and Roggman’s (1992) study, however, was limited by its small homogenous 
sample. Moreover, the generalizability of the results to older adolescents is not known given 
that the study examined one specific early adolescent transition. As well, the study examined 
attachment to parental figures. The value of studying attachment to a broader range of 
significant figures including peers and romantic others is well documented (Armsden & 
Greenberg, 1987; Bartholomew & Horowitz, 1991; Hazan & Shaver, 1987; Seiffge-Krenke, 
1995). This is particularly true during adolescence and young adulthood when attachment 
behaviour increasingly is directed towards nonparental (noncaretaking) figures (Armsden & 
Greenberg, 1987; Seiffge-Krenke, 1995). In addition, it cannot be determined from Papini and 
Roggman’s study whether insecure attachment patterns (fearful, preoccupied, and dismissing) 
are differentially related to depression among adolescents, even though there is some evidence 
that attachment styles exhibit distinct patterns of adjustment and well-being (Cooper et al., 1998; 
Kemp & Neimeyer, 1998).
Recently, Kemp and Neimeyer (1999) studied the relations between attachment styles 
and psychological distress in a sample of college students. Individuals with a fearful attachment 
style showed higher levels of psychological symptoms compared with dismissing and secure 
individuals. Compared with securely attached individuals, preoccupied individuals had higher 
levels of intrusive psychological symptoms and psychological distress. Using similar methods, 
studies with psychiatric adolescents have reported similar findings for preoccupied attachment 
and depression (Kobak et al., 1991; Rosenstein & Horowitz, 1996). This finding might be due to 
the fact that individuals who are preoccupied in their attachment style tend to use ruminative 
strategies which are predictive of depression (Nolen-Hoeksema & Morrow, 1993). It also has 
been noted that females might be particularly prone to a preoccupied style, which similarly
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might render them more vulnerable to depression (Kobak et al., 1991). Taken together, this 
work suggests that insecure attachment, particularly the preoccupied and fearful styles, are 
related to psychological distress. More work is needed to examine these relations, as well as the 
mechanisms underlying them, using a four-factor attachment framework.
Social Support and Depression
Social support has been found to be an important factor related to depression. Many 
studies have documented relations between social support, particularly perceived support, and 
psychological health and well-being (Cohen & Wills, 1985; Compas, 1987; Coyne & Downey, 
1991; Meehan, Durlak, & Bryant, 1993; Rutter, 1985; Sandler & Barrera, 1984; Sheeber et al., 
1997; Thoits, 1995; Vaux, 1988; Wenz-Goss et al., 1997; Wethington & Kessler, 1986). 
Specifically, perceived support has been associated with lower levels of stress and 
symptomatology (Bell et al., 1982; Compas, Slavi i, Wagner, & Vannatta, 1986; Unger et al., 
1998), parallelling the findings in the attachment literature on secure attachment. Researchers 
have found that depressed adolescents are more likely to be socially withdrawn, have fewer 
friendships, more familial conflict, perceive less support in their support networks, and perceive 
their relationships as being less adequate (Bell, LeRoy, & Stephenson, 1982; Goodyer, Herbert, 
Tamplin, Secher, & Pearson, 1997; Kovacs, 1987; Lin & Ensel, 1984; Scheier & Botvin, 1997; 
Sheeber et al., 1997; Sheeber & Sorenson, 1998). The relation between low levels of perceived 
support and adolescent depression might be particularly strong for females (Avison & McAlpine, 
1992; Scheier & Botvin, 1997); one possible explanation is that females might be more sensitive 
than males to perceived variations in the level of support provided by their support network or to 
feelings of powerlessness. Some studies also have found that individuals with depression tend to 
access less support, including social integration support (i.e., feeling a part of a group whose
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members have common interests and concerns), and they use fewer problem solving strategies 
compared to their nondepressed counterparts (Dumont & Provost, 1999; Finch et al., 1997).
Much of the social support research to date has been correlational and has been 
conducted with college samples; it has focussed primarily on perceived support or general 
coping styles with perceived stressors (Hawkins et al., 1999; Sandler & Barrera, 1984; 
Wethington & Kessler, 1986). Researchers have not focused on received support, even though 
some studies have found received support to be associated with the incidence of stress and with 
overall levels of well-being (Finch et al., 1997). Pierce et al. (1986) argued that one cannot 
completely understand the social support variable without viewing it as a multidimensional 
construct and examining its various components, including received support.
The distinction between perceived and received support is an important one. The 
distinction between perceived and received support is particularly important in research on 
depression, because the hypothesis that received support is related to depression has rarely been 
tested and even more rarely confirmed (Finch et a l, 1997). Also, these variables have different 
conceptualizations and differential effects. As well, measures of perceived and received support 
are only modestly related (Sarason et al., 1991). With respect to outcome, some researchers 
have reported perceived support to be more strongly associated with psychological and physical 
well-being, adjustment outcome, and psychological distress and to moderate the impact of life 
stress (Cohen & Wills, 1985; Procidano, 1992). In contrast, received support tends to correlate 
well with the incidence of stress. One recent study found a direct relation between a component 
of received support (positive social exchange) and depressive symptomatology among college 
students (Finch et a l, 1997).
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Although perceived support has received considerable research attention, there has been a 
good deal of diversity with respect to how it has been conceptualized and measured across 
studies. The present study uses the Perceived Social Support Scale (PSS; Procidano & Heller, 
1983) to assess perceived support. The scale measures the extent to which an individual believes 
that his or her needs for support, information, and feedback will be fulfilled by friends or family 
(i.e., parents). It is used in the present study for several reasons. First, it is a widely used 
measure with adolescent samples (e.g., Blain & Whiffin, 1993). As well, it draws a distinction 
between perceived support from friends and family and recognizes that both types of perceived 
support have different natures and functions. The distinction between friend and parent support 
is important, because perceived friend support consistently is more related to social competence 
and extraversion and is more likely to buffer stress (Lyons et al., 1988). Perceived family 
support, on the other hand, is inversely related to psychological distress (Procidano, 1992). An 
additional advantage of this instrument is that it measures a component of the perceived support 
variable which is related to another variable in this research, namely, attachment. Both variables 
share common themes of interpersonal trust and closeness and the belief that others will be 
available when needed (Bartholomew, Cobb, & Poole, 1997; Blain & Whiffin, 1993; Moreira et 
al., 2003; Sarason et al., 1990). A few researchers have argued that attachment is a type of social 
support (Cutrona & Russel, 1987; Hawkins et al., 1999; Weiss, 1974).
Regarding received support, the lack of research attention on received support might be 
due in part to the fact that researchers disagree about the different components or types of 
received support (Cutrona & Russel, 1987,1990; Kahn, 1979; Schaefer, Coyne, & Lazarus, 
1981). Schaefer et al. (1981) distinguished three types of social support, including emotional 
support, tangible aid, and informational support. Cutrona and Russel (1987,1990) proposed two
Adolescent Depression 30
additional types, namely, social integration and esteem support. In the coping literature, Lazarus 
and Folkman (1984) and others (Endler & Parker, 1990) defined social support more broadly and 
proposed emotion-focused coping (i.e., cognitive or behavioural efforts to change the meaning of 
the situation without changing the environment or the situation) and problem-focused coping 
(i.e., tangible and solution-focused types of aid or support). In sum, few instruments have beeu 
constructed to measure received support, likely because of the long-standing problems in 
identifying the components of the construct (Barrera et al., 1981; Munsch & Blyth, 1993).
Among the researchers to address these limitations were Munsch and Blyth (1993). The 
authors constructed the Social Support Functions Inventory (SSFI) based on a review of the 
theoretical literature on the functions of received support. The SSFI assesses eight types of 
social support, including instrumental support, emotional regulation, active problem solving, 
esteem enhancement, distraction, substance use, cognitive reappraisal, and emotional support. 
They established reliability and validity of their instrument in a sample of early adolescents 
(grades 7 and 8), providing some support for their conceptualization. More research is needed 
with this instrument using adolescent samples. The present research uses the Social Support 
Functions Inventory (SSFI; Munsch & Blyth, 1993) with an adolescent sample to examine how 
different components of received support relate to or predict other variables of interest in this 
study (e.g., depression, perceived support, stress, and attachment style).
Munsch and Biyth’s (1993) study on received support with early adolescents yielded 
some noteworthy findings. Participants’ received similar levels of emotional support from 
parents and peers, but they received more distraction and substance use support from peers. 
Females reported receiving more support (particularly emotional support and cognitive 
reappraisal support) than males. Other studies have reported similar findings; females have
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reported higher support-seeking, particularly emotional types of support, compared with males 
(Greenberger & McLaughlin, 199i?; Halstead, Johnson, & Cunningham, 1993; Rickwood, 1995; 
Rickwood & Braithwaite, 1994; Seiffge-Krenke, 1993). This effect has been noted to increase 
with age (Schonert-Reichl & Muller, 1996). Overall, Munsch and Blyth (1993) found similar 
levels of support across relationships. This is consistent with findings in other studies (Furman 
& Buhrmester, 1985; Lempers & Clark-Lempers, 1993). It is unknown, however, whether 
Munsch and Biyth’s (1993) findings are applicable to depressed and/or insecurely attached 
adolescents.
There is a need to study social support, particularly received support, in relation to 
adolescent depression because the most needy or disturbed individuals might be the least likely 
to seek or receive support (Choquet and Menke, 1989; Dubow et al., 1990; Naginey et al., 1990; 
Seiffge-Krenke, 1989; Windle, Miller-Tutzauer, Bames, & Welte, 1991). Seiffge-Krenke 
(1989), for example, found that increased distress resulted in decreased support-seeking, 
suggesting that elevated levels of stress lead to decreases in adaptive coping behaviour and 
support-seeking (Nelson-Le Gall, 1990). This might be due to negative perceptions of social 
support (Fisher, Nadler, & Witcher-Alagna, 1982) caused by the activation of an insecure 
attachment system.
Researchers in the social support area have noted the importance of studying age, gender, 
and SES effects. Females, older adolescents, and individuals of higher SES often have been 
found to seek and perceive more social support (Halstead et al., 1993; Rickwood, 1995; Seiffge- 
Krenke, 1993; Turner, 1999), possibly because of more positive attitudes about support-seeking 
(Kuhl et al., 1997). As well, females are more likely than males to turn to peers for support 
(Seiffge-Krenke, 1995). Also, females, middle to late adolescents, and adolescents of lower SES
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tend to report greater psychological distress and depressive symptomatology compared with their 
counterparts (Avison & McAlpine, 1992; Cooper et al., 1998; Gore et al., 1992; Petersen, 1988; 
Reinherz et al., 1993; Schwartz et al., 1998; Treadwell & Johnson, 1980). Regarding age and 
social support, close and supportive relationships become more defined and intimate with 
increasing age (Schonert-Reichl & Muller, 1996).
Regarding the relations between social support and depression, little research has been 
done to clarify how different types of social support (particularly received support) influence or 
predict depression in adolescents. A few studies have found that individuals with depression 
access less support and use fewer problem solving strategies than their nondepressed 
counterparts (Dumont & Provost, 1999; Finch et al., 1997). This also was found in a study of 
insecurely attached college students (Greenberger & McLaughlin, 1998), however, the types of 
received support associated with adolescent well-being were not examined. Some studies with 
college students found that less perceived esteem-enhancement support and attachment were 
correlated with greater depressive symptoms (Cutrona, 1986; Hawkins et al., 1999), suggesting a 
relation between poor feelings of self-worth and greater depressive symptoms. Other studies 
with depressed adolescents have noted that depressed adolescents tend to receive less family 
support, suggesting a relation between low family support and greater depressive symptoms 
among adolescents (Armsden et al., 1990; Greenberg et al., 1983; Helsen et al., 2000; Hops et 
al., 1990; Sheeber et al., 1996; Wills, Vaccaro, & McNamara, 1992; Windle, 1992). However, 
in the preceding studies (most of which were correlational), the types of received family support 
(e.g., emotional, instrumental) were not identified. As well, many of the studies examining 
family and other types of support were conducted using early adolescent samples (Crocker & 
Hakim-Larson, 1997; Wenz-Goss et al., 1997). A study with sixth, seventh, and eighth-graders
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(Wenz-Gross et al., 1997), found that perceived emotional support from family was important in 
decreasing the influence of peer stress on adolescents’ depressive feelings. However, similar to 
other research in the area, the study was limited by examining only perceived support. Some 
studies with older adolescents have found that low perceived family and peer support were 
predictors of depression, particularly for females (Avison & Mcalpine, 1992; Harter et al., 1992). 
The present study extends the above work by examining how different types of perceived and 
received support predict adolescent depressive symptomatology and whether one’s perceptions 
about the availability of social support mediate a model of adolescent depression.
Finch et al. (1997) is one of a few studies to examine the relations between different 
types of received support and depression. They examined whether different types of received 
support are differentially related to depression and life satisfaction in a sample of 
undergraduates. In their study, they used the Inventory of Socially Supportive Behaviours 
(ISSB; Barrera et al., 1981) to assess four dimensions of received support: Positive social 
exchange, nondirective support, directive guidance, and tangible assistance.
Finch et al. (1997) reported that different facets of received support were differentially 
related to depression and life satisfaction, underscoring the utility of a multidimensional 
conceptualization of the received support construct. Positive social exchange (i.e., participation 
in positive social activities) was related to fewer depressive symptoms and greater life 
satisfaction, consistent with other studies which have found that participation in pleasurable 
interactions and close social ties are related to well-being (Diener, 1984; Larson, 1978; Okun & 
Stock, 1987). Nondirective support was related to higher life satisfaction, suggesting that 
expressions of concern and reassurance promote life satisfaction. On the other hand, tangible 
assistance and directive guidance were associated with more depressive symptoms, but greater
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life satisfaction. It is possible that the provision of some types of support is associated with 
increased depressive symptomotology, because certain types of support could involve threats to 
self-esteem or be given in response to the most distressing events (Fisher et al., 1982). As well, 
social support might not be beneficial when it involves emotional overinvolvement or an 
overload of emotional or other demands on the person receiving it (Carver, Scheier, & 
Weintraub, 1989; Coyne, Wortman, & Lehman, 1988; Veiel, 1993). Finch et al.’s work suggests 
that different types of received social support might have differential effects on well-being. One 
limitation of Finch et al.’s (1997) research is that the findings might not be applicable to an 
adolescent sample. Also, the impact of sociodemographic variables (e.g., gender, age, SES) was 
not considered. The present study extends Finch et al.’s work in the area of received support by 
examining this multidimensional construct with an adolescent sample and across 
sociodemographic variables.
Perceived and Received Social Support
There is some evidence to suggest a relation between perceived support and received 
support. It is likely that the relation between these variables is a modest one (Dunkel-Schetter & 
Bennett, 1990; Sarason et al., 1991). For example, Cohen, McGowan, Fooskas, and Rose 
(1984), in a study with college students, found a correlation of .46 between the ISSBD and ISEL 
(Interpersonal Support Evaluation List; Cohen, Mermelstein, Kamarck, & Hoberman, 1985). 
Other studies using a variety of samples and self-report measures of perceived and received 
support (e.g., Cohen & Hoberman, 1983; Sarason et al., 1987; Wethington & Kessler, 1986) 
have reported moderate relations between the two variables (r’s ranging from .10 to .46). In 
contrast with studies using self-report inventories of perceived and received support, Cutrona 
(1986) had their undergraduate sample complete diaries of their social support transactions.
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They found students’ perceptions of social support, as reported on the Social Provisions Scale, to 
predict some of the helping or supportive behaviours.
A limitation of studies in this area is that the perceived support variable has been 
conceptualized and measured differently across studies. The same is true of received support. 
Most of the studies using the Perceived Social Support Scale (PSS; Procidano & Heller, 1983) 
have yet to examine the relations between this instrument and measures of received support 
(Ognibene & Collins, 1998; Procidano & Heller, 1983; West et al., 1999), including the Social 
Support Functions Inventory (Munsch & Blyth, 1993).
A review of studies on the relations between received and perceived support suggests that 
most of the recent research assessing this relation is from the help-seeking literature (Larose et 
al., 1999). In the help-seeking literature, researchers have demonstrated a positive relation 
between the perceived availability of social support and actual help-seeking behaviours 
(Rickwood & Braithwaite, 1994), suggesting a positive association between high levels of 
perceived and received support. Researchers also have found a positive relation between 
network orientation (i.e., expectations, attitudes and beliefs regarding the desirability and 
effectiveness of seeking help) and actual help-seeking behaviour (Larose et al., 1999; Tata & 
Leong, 1994). Larose et al. (1999), for example, used structural equation modeling with college 
students to test a model whereby an individual’s attachment style affects their social support 
orientation (i.e., their attitudes/perceptions about help-seeking), which, in turn, influences the 
process of seeking help from teachers. They found support for their model and for the 
mediational role of perceptions about help-seeking for college students with insecure-avoidant 
and insecure-ambivalent attachment styles. Their study was valuable in providing some initial 
support for relations among attachment style dimensions, network orientation, and the process of
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seeking help from teachers. More research of this nature is needed to help clarify the 
mechanisms underlying adolescent depressive symptomatology.
Social Support as a Mediator of Attachment and Depression
As demonstrated in the above literature review, there is evidence of significant 
associations between attachment and social support, attachment and depression, and social 
support and depression. Few studies, however, specifically have examined the extent to which 
social support might mediate the relation between attachment style and depression. One recent 
study with adult women examined attachment and perceived support as predictors of depressive 
symptomatology and found that anxious attachment (i.e., preoccupied) is a more significant 
predictor of depression (West, Rose, Verhoef, Spreng, & Bobey, 1998). Mediational effects, 
however, were not explored. Other studies (e.g., Ognibene & Collins, 1998, Larose et al., 1999) 
have examined attachment in the context of its relation to coping and social support or help- 
seeking. Ognibene and Collins (1998), using regression analyses, found that perceived support 
mediated the relation between secure attachment and support-seeking; perceived support acted as 
a working model or schema encompassing expectations about the availability of support. In the 
attachment literature, this parallels working models of attachment and perceptions of others as 
being available and responsive when needed.
There is some evidence to suggest that social support might mediate the significant 
relation between attachment style and depression. Indeed, there are many studies in the literature 
that provide evidence of a link between attachment style and social support. More specifically, 
consistent with attachment theory, researchers have found that attachment style influences one’s 
perceptions of social support (Moreira et al., 2003; Ognibene & Collins, 1998; Sarason, Pierce,
& Sarason, 1990). These, in turn, likely predict depressive symptoms. In support of this, there is
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some relatively consistent evidence in the literature linking low levels of perceived support to 
depression (Cohen & Wills, 1985; Sheeber et al., 1997; Wenz-Goss et al., 1997). One of the 
purposes of this research is to expand previous research by testing a mediational model whereby 
social support (i.e., perceived) mediates the relation between attachment style and depression in 
adolescents.
1.5. Specific Hypotheses
This study represents a significant departure from other research in the area. There 
currently are few studies to examine whether social support mediates the significant relation 
between attachment style and depression. As well, few studies have adopted a unifying 
attachment framework to evaluate such mediational effects.
The mediational effect of social support was examined by a model of the relations 
between life stress, attachment style, social support, and depression (see Figure 1.1, p. 6). The 
impact of sociodemographic variables (i.e., gender, age, SES) also was considered. The specific 
questions that were addressed in this study concerned relations among the model variables.
Based on the existing literature, this study was guided by the following hypotheses:
First, certain age, gender, and SES effects among the major variables were expected. 
Females would be more securely attached, and males would be more dismissing in their 
attachment style. Females and middle to late adolescents would report greater life stress, greater 
social support, and greater depressive symptoms. Adolescents of families of lower SES would 
report greater depressive symptoms and greater life stress. If significant gender, age, or SES 
effects were found across the major variables in this study, these would to be explored further in 
the hypothesized model.
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The following relations among the major variables were expected:
1. Life stress would lead to or predict greater insecure attachment (particularly the 
preoccupied style), less social support, and greater depressive symptoms.
2. Secure attachment would predict greater perceived and received social support, 
particularly perceived support. Secure attachment would predict fewer depressive 
symptoms. Insecure attachment styles (particularly fearful and dismissing attachment) 
would predict less social support. Insecure attachment styles (particularly fearful and 
preoccupied attachment) would predict greater depressive symptoms.
3. Social support would predict depressive symptoms. More specifically, perceived support 
(particularly perceived parent support), and certain types of received support (particularly 
network support) would predict fewer depressive symptoms.
4. Perceived support would predict received support, although the relation would be a 
modest one.
5. Social support (i.e., perceived) would mediate the significant relation between attachment 
style and depression.
1.6. Operational Definitions of the Key Constructs
The present work employs five main constructs, including life stress, attachment, 
perceived support, received support, and depression. Life stress is defined as events occurring 
within the past year (such as the death of a close family member), as indicated on the Life 
Experiences Survey (Sarason, Johnson, & Siegel, 1978). It is important to include life stress in 
this study given that it has been found to be related to depressive symptomatology, perceived 
support, and attachment (Armsden & Greenberg, 1987; Thoits, 1995; Unger et al., 1998). As 
well, some researchers have noted that attachment systems are more likely to be activated in
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times of high stress (Mikulincer et al., 1993; Simpson et al., 1992).
Attachment is defined as one’s style of relating to others or one’s sense of security in 
close relationships. To assess attachment in adolescents in this study, two measures were used: 
The Relationship Scales Questionnaire (RSQ; Griffin & Bartholomew, 1994) and the 
Relationship Questionnaire (RQ; Bartholomew & Horowitz, 1991). Both measures assess 
participants on all four attachment styles (secure, fearful, preoccupied, and dismissing). An 
advantage of both the RSQ and RQ is that they correlate well with actual interpersonal 
functioning and behaviour (Shaver & Hazan, 1993).
Two types of social support were assessed in this study, namely, perceived support and 
received support. Perceived support is defined as the perceived availability of social support or 
aid from parents and peers, as indicated by the Perceived Social Support Scale (PSS; Procidano 
& Heller, 1983). Both the parent and peer subscales of the PSS were used in this research. It is 
important to distinguish between parent and peer perceived support, because they have different 
natures and functions (Procidano & Smith, 1997; Revicki & May, 1985). Perceived friend 
support is correlated more consistently with greater social competence and extraversion and is 
more likely to buffer stress (Procidano & Smith, 1997). Perceived family support has stronger 
associations to psychological distress (Procidano, 1992; (Procidano & Heller, 1983; Scaramella 
et al., 1999; Scheier & Botvin, 1997). An additional advantage of this perceived support 
instrument is that it measures a component of the perceived support variable that is related to 
another variable assessed in this study, namely, attachment. Both variables share a common 
theme of interpersonal trust and acceptance and that others will be available and responsive when 
needed (Bartholomew, Cobb, & Poole, 1997).
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Received support is defined as the support an individual reports receiving from others in 
response to their most stressful problem experienced in the last 6 months, as reported on an 
adapted version of the Social Support Functions Inventory (SSFI, Munsch & Blyth, 1993). Ten 
types of received support were assessed in this study, including instrumental support, emotional 
regulation, active problem solving, esteem enhancement, distraction, substance use, cognitive 
reappraisal, emotional support, network support, and no support.
Depression is defined as the level of depressive symptomatology, including cognitive, 
affective, and somatic symptoms, as reported by participants on the Beck Depression Inventory- 
II (BDI-II; Beck, Steer, & Brown, 1996) and the Centre for Epidemiological Studies-Depression 
Scale (CES-D; Radloff, 1977). Because some researchers (e.g., Avison & McAlpine, 1992) have 
expressed concern that the CES-D might overestimate depressive symptoms in adolescent 
samples, both measures were used in this study to assess adolescent depression.
The new edition of the Beck Depression Inventory (BDI-II) was used in this research.
The BDI-II has improved coverage of DSM-IV criteria for depression, a lower age range to 13 
years, it is more clinically sensitive, and it has been validated with adolesciut samples (Beck, 
Steer, and Brown, 1996; Steer, Kumar, Ranieri, & Beck, 1998). Consequently, the BDI-II 
increasingly is used by researchers in the adolescent and adult areas as a measure of the severity 
of depression. It is important to note that higher cut-offs scores are recommended with the BDI- 
II, because the scale yields higher average scores than the BDI (Beck et al., 1996; Dozois, 
Dobson, & Ahnberg, 1998).
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CHAPTER II:
METHOD
2.1. Participants
Participants in this study were 451 high school students in grades 9 through 13 (ages 14 
to 19; M=16.02; SD =1.39). Each age cohort had greater numbers of female than male 
participants: (1) 14-year-olds (M =14.61; SD =.44; 53 females, 29 males), (2) 15-year-olds (M . 
=15.47; SD =.33; 50 females, 38 males), (3) 16-year-olds (M =16.49; SD =.26; 72 females, 37 
males), (4) 17-year-olds (M =17.48; SD =.30; 53 females, 38 males), (5) 18-year-olds {M=18.43; 
SD =.31; 43 females, 31 males), and (6) 19-year-olds (M =19.14; SD =.01; 4 females, 3 males). 
Eighteen and 19-year-olds were collapsed into one category for the analyses due to the small 
number of 19-year-olds in the sample (n =7). The higher number of females to males in this 
sample is a relatively common difficulty encountered by researchers using community-based, 
nonclinical adolescent samples (e.g., Cooper et al., 1998; Sheeber et al., 1997; Waschbusch et al., 
2003). Males were less likely than females to give up their school period to participate in 
research. As well, the active consent procedures used in this study might have resulted in fewer 
male participants, which has been noted by others (Pokomy et al., 2001).
Seventy-seven percent of the sample was Caucasian (213 females, 134 males), 5.8 
percent Asian Pacific (14 females, 12 males), 3.5 percent Black (10 females, 6 males), 2.0 
percent Hispanic (5 females, 4 males), and 1.3 percent Aboriginal (3 females, 3 males). For the 
remainder of the sample, 7.1 percent comprised Other ethnicities (19 females, 13 males), and 3.3 
percent provided no information (11 females, 4 males).
Fifty-two and eight tenths percent of participants reported their fathers as having 
labour/clerical-related occupations, 31.3 percent as professional/business-related occupations,
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7.5 percent as not-employed, 1.1 percent as retired, 0.2 percent as on disability, 0.2 percent as 
deceased, and 6.9 percent provided no information. Forty-two and eight tenths percent of 
participants reported their mothers as having labour/clerical-related occupations, 30.8 percent as 
professional/business-related occupations, 22.0 percent as not-employed, 0.2 percent as retired, 
and 4.2 percent provided no information.
Regarding highest level of parental education achieved, 39.9 percent of participants 
reported their fathers as having graduated from college or university, 14.4 percent as some 
college or university, 24.6 percent as graduated from high school, 12.0 percent as some high 
school, 3.8 percent as some junior high school, 1.3 percent as less than 7 years of formal 
schooling, and 2.4 percent as “other education,” and 1.6 percent provided no information. For 
mothers, 36.4 percent of participants reported their mothers as having graduated from college or 
university, 17.5 percent as some college or university, 26.8 percent as graduated from high 
school, 13.7 percent as some high school, 1.6 percent as some junior high school, 0.9 percent as 
less than 7 years of formal schooling, and 1.3 percent as “other education,” and 1.8 percent 
provided no information.
2.2. Procedure
Participants were volunteers recruited from three high schools in southwestern Ontario. 
The schools were part of the Windsor-Essex Catholic District School Board (WECDSB). 
Students in the Greater Essex County District School Board did not participate in this study.
This primarily was due to a decision of school administrators in that school board to disallow 
certain items from the Life Experiences Survey, as well as reduce the number of measures in the 
questionnaire package. Permission to recruit participants from the WECDSB was obtained from 
the appropriate school Superintendents. They provided lists to the researchers of the schools in
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WECDSB, and three schools participated (37.5 percent of the schools contacted). The three 
schools had a relatively balanced distribution of students across SES and educational stream (i.e., 
continuing to higher education versus entering work force after high school), which helped to 
address some concerns regarding the generalizabiliy of the results. A more complete discussion 
of this is found in Chapter IV, under the limitations of the study. Procedures were similar in 
schools 1,2, and 3. Students became participants through active consent. Consent was obtained 
for each participant, and parental consent additionally was obtained for all participants under 18 
years of age, which was the majority oi the same (82 percent of the sample).
In the first school (school 1), recruitment was conducted by the researchers distributing 
information packages to the principal and school personnel who then distributed the materials to 
the student population. Forms were distribute i  to the entire student population in school 1 (N  = 
600) compared with the other two schools where a random subsample was selected across grades 
9 to 13 (school 2: n = 650; school 3:n = 325). Due to the relatively poor response rate in school 
1(19 percent), in the next two schools, small incentives were offered. This was done following 
the recommendations of researchers in the area (e.g., Esbensen et al., 1996). In the second 
school, a pizza party was offered for the homeroom class that returned the greatest number of 
signed parental consent forms. In the third school, a draw was held for three 20 dollar movie 
certificates to students who returned parental consent forms. This improved the response rate in 
the second school to equal 22 percent, and, in the third school, to equal 64 percent. Involvement 
in the third school also was increased by the researchers providing additional reminders to school 
personnel and students about the return date for parental consent forms and the testing date 
(Appendix J). Although active consent procedures carry with them risks of possible low 
response rates and sample bias, active consent procedures were employed in this study because
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they help to ensure better protection of minor’s rights (Esbensen et al., 1996). Because efforts 
were made to include schools representing different SES levels and educational streams, the risk 
of the sample being under-representative of certain groups (e.g., Blacks, Asian Canadians, low 
achievers, children with less educated parents, those at risk for engaging in high risk behaviours) 
was minimized. In addition, a review of the descriptive statistics from this study indicate 
expected levels of depressive symptomatolgy in the sample and a relatively adequate 
representation of different ethnic groups and parental education levels.
All participants were asked to complete nine self-report, paper and pencil measures 
(Appendices B-G). Additional measures (on stress and coping) also were completed by 
participants during the same occasion, as part of a Master’s thesis being carried out by another 
researcher at the University of Windsor. All testing took place during regular school hours and it 
lasted approximately 75 minutes (one school period) on one occasion. Testing occurred either 
in one large group in the school auditorium (schools 1 and 2) or in small groups in designated 
classrooms at the high school (school 3).
The questionnaire package included: (1) Background Information Questionnaire 
(Appendix B); (2) Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996) and 
Center for Epidemiologic Studies-Depression S^ale (CES-D; Radloff, 1977) to assess adolescent 
depressive symptomatology (Appendix C); (3) Life Experiences Survey (LES; Sarason et al., 
1978) to asses7 life stress during the past 12 months (Appendix D); (4) Relationship Scales 
Questionnaire (RSQ; Griffin & Bartholomew, 1994) and Relationship Questionnaire (RQ; 
Bartholomow & Horowitz, 1991) to assess attachment to significant figures in participants’ lives 
(Appendix E); (5) Perceived Social Support Scale (PSS; Procidano & Heller, 1983) to assess 
social support from parents and friends (Appendix F); and (6) Social Support Functions
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Inventory (SSFI; Munsch & Blyth, 1993) to assess different dimensions of received support 
(Appendix G). The order of the questionnaires was counterbalanced to produce three different 
versions.
All paperwor1 or this research was kept confidential. Participants’ names did not appear 
on any of the questionnaires or reports of this study. Consistent with the recommendations of 
Burbach et al. (1986), participants’ responses on the depression measures were reviewed shortly 
after these measures were completed. The criteria used to identify high risk adolescents were 
scores of 29 or higher on the BDI-II (Beck et al., 1996) and scores of 24 or higher on the CES-D 
(Lewinsohn et al., 1998; Roberts et al., 1991). Also, scores of 2 or above on items 2 and 9 of the 
BDI-II indicated significant suicide risk (Beck et al., 1996). Participants’ responses were 
identified by a code number. The code number only was used to identify adolescents whose 
responses indicated that they might be at high risk for depression and/or suicidality. These 
adolescents first were contacted by the researcher to discuss their responses. They each were 
offered support services at their individual schools (e.g., with the school social worker), and they 
were provided with a list of resources in the community. Parents then were contacted by the 
researcher, and they also were provided with a list of resources in the community, in addition to 
the school’s support services (see Appendices H-M for the principal, parent, and participant 
consent forms). The number of participants in this study that needed to be contacted by the 
researcher varied slightly across schools (school 1:11 participants, school 2: 3 participants, 
school 3: 3 participants).
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2.3. Measures
Sociodemographic Questionnaire
A background information questionnaire was used to provide data about each 
participant’s age, gender, and socioeconomic status (SES). SES was evaluated using the 
Hollingshead index, based on a weighted combination of the parent’s educational level and 
occupational status (Hollingshead, 1975). Hollingshead scores ranged from 13 to 63 (higher 
scores indicate higher SES), with average scores (M =38.9, SD =11.5) falling in the “minor 
professional” category, similar to other studies (Waschbush et al., 2003). Following the 
recommendations of Hollingshead (1975), computed scores for participants were aggregated into 
five SES categories: “unskilled labourers” (3.1%), “semi-skilled workers” (20.1%), “clerical 
workers” (33.6%), “minor professionals” (31.9%), and “major business/professionals” (11.3%). 
Life Stress
To assess life stress, participants completed the Life Experiences Survey (LES; Sarason, 
Johnson, & Siegel, 1978), adapted for use with an adolescent population. The LES is a 
commonly used measure of life stress that primarily was chosen because of its established 
reliability and validity. The adapted version of the LES consists of 65 specific events and two 
blank spaces in which participants can indicate other 'vents which they have experienced in the 
past 12 months. A total life stress score is computed by summing all the “yes” responses to all 
the items of the survey, with a higher score indicating greater levels of life stress. The only item 
that was not included in the total life stress score was “outstanding personal achievement” due to 
the positive nature of this item. Following Sarason et al. (1978), life stress primarily was 
conceptualized in terms of events that exert a negative impact due to their stronger relation to 
negative well-being. This also has been noted by others (e.g., Thoits, 1983).
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Sarason et al. (1978) have reported reasonably adequate reliability and validity for this 
measure. They reported test-retest reliability coefficients in two studies of .56 and .88 over a 5- 
to 6-week time interval. They also found evidence for its concurrent validity in relation to a 
number of stress-related dependent measures, including anxiety, depression, and personal 
maladjustment.
Attachment Style
To assess attachment or relationship style, the Relationship Scales Questionnaire (RSQ; 
Griffin & Bartholomew, 1994) and the Relationship Questionnaire (RQ; Bartholomew & 
Horowitz, 1991) were used.
The Relationship Questionnaire (RQ) is a brief instrument containing descriptions of each 
of the four attachment styles: secure, fearful, preoccupied, and dismissing. Participants were 
asked to choose the RQ description that best characterizes them in close relationships by placing 
a checkmark next to the letter corresponding to that style (i.e., A, B, C, or D). For example,
Style “A” corresponds to a securely attached person, which is characterized by feelings of 
comfort with intimacy and autonomy. Participants also were asked to rate each of the four 
descriptions on a 7-point Likert scale according to how well it describes their general 
relationship style (1 = not at all like me; 7 = very much like me).
The RQ is both categorical and dimensional. Two sets of results were obtained from this 
measure: one indicating the attachment category participants belong to (RQ attachment category) 
and the other indicating participants’ scores on each of the four attachment styles (RQ Secure, 
RQ Fearful, RQ Preoccupied, RQ Dismissing). Correlations between participants’ categorical 
scores and participants’ scores on each of the four attachment styles mostly were significant at 
the .01 level, and they ranged from -.48 to .52. Participants who indicated that they belonged to
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two or more attachment categories (i.e., mixed types) were rated as unclassified (in this study, n 
= ! 1), and they were dropped from further analyses. The proportions of the four attachment 
styles among the classified participants tended to replicate those reported in previous research: 
52.9% secure, 19.8% fearful, 8.0% preoccupied, and 19.3% dismissing (Bartholomew & 
Horowitz, 1991; Kemp & Neimeyer, 1999). Reliability estimates of the RQ classifications and 
ratings are reported to be adequate, with f  s of about .60 to .70 (Crowell et al., 1999).
The Relationship Scales Questionnaire (RSQ; Griffin & Bartholomew, 1994) is a 30-item 
inventory that yields scores for participants on each of the four attachment patterns (secure, 
fearful, preoccupied, dismissing). The use of this instrument, with the RQ, leads to a more 
comprehensive understanding of the attachment construct. Participants were asked to rate each 
item or phrase on a 5-point Likert scale ranging from “not at all like me” to “very much like me.” 
Seventeen of the 30 items given to participants were used to define the four attachment 
categories. These items were derived from the paragraph descriptions of the RQ. Scores were 
obtained by computing the mean of the four or five items representing each attachment 
prototype.
Results that were obtained from the RSQ were participants’ scores on each of the four 
attachment styles (RSQ Secure, RSQ Fearful, RSQ Preoccupied, RSQ Dismissing). Categorical 
scores for attachment style were created by assigning participants to the attachment style to 
which they obtained the highest score. Participants whose highest scores were tied were rated as 
unclassified, and they were dropped from further analyses (in this study, n = 34). The 
proportions of the four attachment styles among the classified participants were as follows:
65.2% secure, 6.9% fearful, 10.4% preoccupied, and 17.5% dismissing.
Adolescent Depression 49
Reliability estimates for the RSQ measure are reported to be reasonable, with correlations 
of about .65 for the scales assessing each of the four attachment patterns (Fraley & Shaver,
1997). Moderate correlations have been noted between the dimensional scores on the RQ and 
RSQ, providing some evidence of convergent validity. However, Griffin and Bartholomew 
(1994) note that convergent validity between attachment measures can be at times low 
(particularly with single-item measures), due to their sensitivity to even small changes in 
response tendency. In this study, correlations between corresponding attachment styles on the 
RQ and RSQ ranged from .43 to .49 and correlations between non-correspondent styles ranged 
from -.40 to .22, suggesting some convergence between the measures.
Perceived Social Support
Participants completed the widely used Perceived Social Support Scale (PSS; Procidano 
& Heller, 1983). The measure consists of two 20-item subscales, one to assess perceived social 
support from family, namely parents (PSS-Fa) and the other to assess perceived social support 
from friends (PSS-Fr). Most items appear on both subscales with identical wording, with the 
exception of the referent statement. Sample items include: “My friends (parents) give me the 
moral support I need” and “I rely on my friends (parents) for emotional support.” Participants 
rate on a five-point scale the extent to which they feel or experience each statement (1 =not at all 
accurate; 5 completely accurate). Total scores on the parent and friend subscales range from 20 
(minimum perceived support) to 100 (maximum perceived support).
Procidano and Heller (1983) have reported internal consistency estimates of .90 for the 
parent scale and .88 for the friend scale. There is evidence for the scales’ concurrent and 
predictive validity in relation to symptoms of distress, social competence, and psychopathology. 
In this study, as expected, the two scales (friend and parent) were significantly and positively
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correlated (r = .35, p  <.001).
Received Social Support
To assess participants’ received support, an adaption of the Social Support Functions 
Inventory (SSFI; Munsch & Blyth, 1993) was used. The SSFI is one of few instruments to 
assess received support. This modified version of the SSFI contains 44 items, each of which 
measures one of ten types of received support (instrumental, emotional regulation, active 
problem solving, esteem enhancement, distraction, substance use, cognitive reappraisal, 
emotional support, network support, and no support). Network support (i.e., feeling a part of a 
group whose members share common interests or concerns) was added, because it has been 
identified as an important dimension of received support in adolescent samples (Cohen & Wills, 
1985; Silverman & Menna, 2001). A “no support” category was added to account for 
adolescents who do not receive any support for their reported stressful problem.
Participants were instructed to read each social support statement and decide whether it 
occurred when they were helped with their most stressful problem in the past 6 months. The 
items were scored dichotomously (Y =1 and N =0). All the positive responses were summed to 
form the subscale values. Received support scores from the ten individual subscales were 
obtained.
The SSFI has received some empirical support with adolescents (Munsch & Blyth,
1993). Internal reliability estimates for the entire scale was .92 and was lower for the individual 
subscales, ranging from .55 to .85. The lowest reliability coefficient originally was found for the 
scale representing social distraction. The authors later divided this scale (social distraction) into 
two separate subscales (distraction and substance use) since it contained both instances of 
positive social interaction and negative social behaviours as responses to stress. With respect to
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validity, the items in the SSFI appear to represent the most central dimensions of social support 
reported in the literature to date (Cutrona & Russel, 1987,1990; Kahn, 1979; Schaefer et al.,
1981). A moderate correlation has been reported between the SSFI and a global measure of 
relationship quality (r =.64; Munsch & Blyth, 1993). Correlations between subscales on the 
SSFI have been reported to be moderate, ranging from .40 to .65, with an average 
intercorrelation between scales of .44. The magnitude of this correlation is not unexpected given 
the difficulty of separating a complex concept such as social support into distinct dimensions. In 
this study, correlations between subscales (with the exception of substance use support) ranged 
from .20 to .59, with an average intercorrelation between scales of .37. This is sufficient overlap 
between subscales to be suggestive of a smaller number of underlying components or factors. 
Depressive Symptomatology
To assess level of depressive symptomatology, the Beck Depression Inventory-II (BDI-II; 
Beck, Steer, & Brown, 1996) and the Center for Epidemiologic Studies-Depression Scale (CES- 
D; Radloff, 1977) were employed. Numerous other studies have employed both measures in 
order to obtain a more sensitive and reliable assessment of this construct (e.g., Olsson et al., 
1999).
The Beck Depression Inventory-II is a 21-item self-report measure designed for assessing 
the severity of depression in individuals ages 13 to 80. This version of the inventory (BDI-II) 
was developed for the assessment of symptoms corresponding to criteria for diagnosing 
depressive disorder listed in the American Psychiatric Association’s Diagnostic Manual-Fourth 
Edition (DSM-IV; 1994). The BDI-II replaces the original instrument (BDI) developed by Beck, 
Ward, Mendelson, Mock, and Erbaughn (1961). For the new, revised version (BDI-II), four 
items (Weight Loss, Body Image Change, Somatic Preoccupation, and Work Difficulty) were
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dropped and replaced by four new items (Agitation, Worthlessness, Concentration Difficulty, 
and Loss of Energy). Two items were changed to allow for increases or decreases in appetite 
and sleep. Many of the statements (or options) used in rating the other symptoms were 
reworded.
The BDI-II consists of 21 items, with four options for each item. Each item is answered 
on a 4-point scale ranging from 0 to 3, with “0" indicating no complaint (e.g., I do not feel sad) 
and “3" indicating a severe complaint (e.g., I am so sad or unhappy that I can’t stand it). Two 
items related to Changes in Sleeping Pattern (item 16) and Changes in Appetite (item 18) contain 
seven options. Participants were instructed to consider their feelings in the past two weeks when 
answering the items. Total scores on the BDI-II range from 0 to 63 in the direction of increasing 
severity.
The reliability and validity of the BDI-II have been reported to be comparable or better to 
that of the BDI-I with nonclinical or clinical adolescent and adult samples (Beck et al., 1996; 
Dozois et al., 1998; Osman et al., 1997; Steer et al., 1998). The BDI-II has higher reported 
internal consistency estimates than the BDI-I, with coefficient alphas of about .92 (for 
outpatients) and .93 (for college students). Test-retest correlations for the BDI-II are good (.93) 
over a one-week time interval. Evidence has been provided for the BDI-II’s concurrent and 
construct validity. High mean correlations have been reported between the BDI-II and the BDI-I 
(.93) and other self-reported measures of depression and anxiety, including the Beck 
Hopelessness Scale (.68), the Scale for Suicide Ideation (.37), and the Beck Anxiety Inventory 
(.60).
The Center for Epidemiologic Studies-Depression Scale (CES-D; Radloff, 1977) also was 
administered to assess depressive symptomatology. The CES-D is a 20-item measure which
Adolescent Depression 53 
assesses the frequency and duration of depressive symptomatology in the past week. The 
cognitive, affective, behavioural, and somatic symptoms associated with depression are assessed 
by 16 items, and positive affect is assessed by four items (items 4, 8,12, and 16). Each of the 
items lists four levels (scored as 0,1, 2, or 3). For each item, participants were to mark the 
answer that best described them during the past week, ranging from 0 indicating “rarely or none 
of the time” (less than 1 day) to 3 indicating “most or all of the time” (5 to 7 days). Total scores 
were obtained by summing the scores from all the items (and reverse scoring the four positive 
affect items), with total scores ranging from 0 to 60 in the direction of increasing severity.
Means for the general population have been found to range from 7,94 to 9.25 and for psychiatric 
patients, a mean of 24.42 (Radloff, 1977).
The CES-D has good psychometric properties in large samples of adolescents (Radloff, 
1991; Schoenbach, Kaplan, Grimson, & Wagner, 1982). The CES-D has good internal 
consistency, with alphas of ranging from .75 to .86 with adolescent samples (Andrews, 
Lewinsohn, & Hops, 1993; Radloff, 1991). The scale has high test-retest reliability with 
adolescents (Allgood-Merten, Lewinsohn, & Hops, 1990) and adults (Radloff, 1977).
Concurrent validity with the Beck Depression Inventory and other self-report measures of 
depressive symptomatology (e.g., Depression Adjective Check Lists; Suicidal Ideation Scale) has 
been found (Andrews et al., 1993). The CES-D also correlates well with clinical ratings of 
depression and discriminates clinical from nonclinical groups. In this study, as expected, the 
correlation between the BDI-II and the CES-D was strong (r =.81, p<.01), providing some 
evidence of convergent validity.
In this study, in accordance with the BDI-II manual (Beck et al., 1996), 77.3 percent of 
the sample were minimally depressed with scores ranging from 0 to 13, (195 females, 152
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males), 12 percent were mildly depressed with scores ranging from 14 to 19 (42 females, 12 
males), 7.3 percent were moderately depressed with scores ranging from 20 to 28 percent (25 
females, 8 males), and 3.3 percent were severely depressed with scores ranging from 29 to 63 (13 
females, 2 males). Overall, 10.6 percent of the sample reported significant levels of depression 
on the BDI-II, which falls in the expected range of 10 to 20 percent reported in other studies 
(Reynolds, 1992, 1994; Sheeber et al., 1997).
On the CES-D, as expected, scores of depressive symptomatolgy were higher. Sixty- 
seven and a half percent of the sample were minimally depressed with scores ranging from 0 to 
15 (173 females, 130 males), 12.9 percent were mildly depressed with scores ranging from 16 to 
20 (31 females, 27 males), 14.5 percent were moderately depressed with scores ranging from 21 
to 30 (51 females, 14 males), and 5.1 percent were severely depressed with scores above 30 (20 
females, 3 males). Overall, 19.6 percent of the sample reported significant levels of depression 
on the CES-D, consistent with other studies.
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CHAPTER III:
RESULTS
3.1. Data Screening
Each variable (life stress, attachment, perceived support, received support, depression) 
was examined through SPSS 10 and AMOS 4 for accuracy of data entry, univariate and 
multivariate outliers, and non-normality.
In this sample, 387 (86%) cases have complete data and 64 (14%) cases have incomplete 
data. A total o f469 data points were missing, about 3 percent of the entire data set. This is 
within an acceptable range (Kline, 1998, p. 88; Tabachnick & Fidell, 1996, p. 60). Missing 
observations did not seem to occur for any particular set of variables, and no significant patterns 
were found in the missing data. The variable with the highest number of missing data points was 
RQ Fearful, with less than 10% missing, so this variable was retained in the analyses (Cohen & 
Cohen, 1983, Kline, 1998, p. 72). Most analyses were conducted using pair-wise deletion in an 
attempt to preserve sample size. That is, each sample moment was calculated separately, and an 
observation was excluded from the calculation only when it was missing a value that was needed 
for the computation of that particular moment. Pair-wise deletion is a recommended approach 
when no significant patterns are found in the missing data, and the researcher wants to preserve 
sample size (SmallWaters Corp., 1995, p. 333).
Standardized scores were calculated for each vai. .ble for the 451 cases. Following the 
recommendations of Tabachnick and Fidell (1996), cases with standardized scores less than or 
greater than 3.29 were considered potential univariate outliers. Standardized scores revealed 11 
possible outliers in six different variables. This is considered reasonable given the size of the 
sample. There were four outliers in BDI-II total score, one in CES-D total score, three in Life
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Stress total score, one in RSQ Secure, one in RSQ Fearful, and one in RSQ Preoccupied. To 
reduce their influence, scores on these variables were changed by assigning the outlying cases a 
raw score that was the same as the next most extreme score in the distribution (Tabachnick & 
Fidell, 1996, p. 69). Setting the univariate outliers to less extreme values generally improved the 
normality of the variables (i.e., their skewness and kurtosis).
The entire data set was screened for normality using AMOS. There are few clear 
guidelines about how much non-normality is problematic. Data sets with absolute values of 
univariate skew indexes greater than 3.0 generally are described as “extremely skewed” in most 
research (Kline, 1998, p. 82). Although there appears to be less consensus about kurtosis, 
absolute values of the kurtosis index greater than 10.0 suggest a problem (Kline, 1998, p. 82). 
Using absolute values of 3 and 10 as criterion to identify extreme skewness and kurtosis, 
respectively, no variables were identified as departing significantly from normality. Thus, no 
transformations of the data were required.
Multivariate outliers were identified via AMOS, which computes the squared 
Mahalanobis distance statistic for each case. Within large samples, squared Mahalanobis 
distances are interpretable as chi-square statistics with degrees of freedom equal to the number of 
variables, in this case, 25 variables in the hypothesized full model and p  =.001 (Tabachnick & 
Fidell, 1996; Kline, 1998, p. 79). By comparing the squared Mahalonobis distance of a certain 
case against the appropriate critical value of yl, one can determine whether the case significantly 
differs from the rest (Kline, 1998, p. 79). The critical value of *2(25) at the .001 level is 52.62. 
No cases were identified as having a squared Mahalanobis distance greater than the critical chi- 
square value of 52.62 at the .001 level. Thus, all cases were retained for analysis.
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3.2. Overview of the Analyses
A series of analyses were performed using SPSS 10 and AMOS 4. Descriptive statistics 
for variables are presented in Table 3.1.
The purpose of this study was to examine social support as a mediator of the relation 
between attachment style and depression. This was examined by a model of the relations 
between life stress, attachment style, social support, and depression (see Figure 1.1, p. 6). The 
impact of sociodemographic variables (e.g., age, gender, SES) also was considered.
Hypothesis testing was conducted in several stages. At all stages, analyses were 
performed with data from both the RSQ and RQ attachment measures. Descriptive analyses first 
were conducted to examine gender, age, and SES effects across the major variables and to test 
hypotheses concerning these differences. Second, correlational analyses between the key 
variables of interest were performed for descriptive purposes. Third, a principal components 
factor analysis (PCA) was conducted on the received support measure. The descriptive analyses 
and PCA were conducted prior to testing the proposed model to determine which variables to 
enter into the structural equation model. This resulted in increased parsimony in the model. 
Fourth, structural equation modeling (SEM) was performed using AMOS to test the 
hypothesized full model. Fifth, regression analyses were performed to test for gender differences 
among the model variables and to clarify relations between key variables of interest.
Structural equation modeling (SEM) was used to test most of the study’s hypotheses. 
SEM offers several advantages over other statistical approaches (e.g., regression analysis). First, 
when SEM examines relations and mediational effects between factors, the relations are free of 
measurement error because the error has been estimated and removed, leaving only common 
variance. Second, SEM is very flexible and provides researchers with the opportunity to analyze
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Table 3.1.
Descriptive Statistics for the Variables
Variable Mean SD Range
Age (years) 16.02
SES 38.91
Life Stress 13.77
Attachment
RSQ Secure 3.45
RSQ Fearful 2.36
RSQ Preoccupied 2.59
RSQ Dismissing 2.88
Attachment 
RQ Secure 4.71
RQ Fearful 3.37
RQ Preoccupied 2.94
RQ Dismissing 3.69
Perceived Social Support
Peers 76.45
Family 68.18
1.39
11.52
7.85
.59
.79
.65
.66
1.84 
1.88 
1.71
1.85
12.65
16.03
14-19
13-63
0-41
1.00-5.00
1.00-5.00
1.00-5.00
1.00-5.00
1.00-7.00
1.00-7.00
1.00-7.00
1.00-7.00
37-99 
23 - 100
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Variable Mean SD Range
Received Support
Instrumental 2.15 1.34 0 - 4
Emotional Regulation 2.01 .96 0 -3
Problem Solving 3.42 1.90 0 -8
Esteem Enhancement 4.36 1.80 0 -6
Distraction 1.93 1.07 0 -3
Substance Use .34 .67 0 -2
Cognitive Reappraisal 3.64 1.64 0 - 6
Emotional 5.66 1.85 0 - 7
Network 1.81 1.06 0 -3
No Support .53 .61 0 -2
Depression
BDI-II 9.77 7.48 0 - 35
CES-D 13.69 8.68 0-41
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complex relations between variables, including possible mediational effects. It would be
difficult t*' use regression analysis to test this study’s hypothesized model given the complexity
and nature of the proposed relations between the model variables. Moreover, SEM is
confirmatory and can be used to test theories, such as the theory that attachment mediates the
relation between social support and depression.
3.3. Descriptive Analyses
Descriptive analyses first were conducted to examine age, gender, and SES differences
across the major variables. Specifically, chi-squares and correlations were performed to examine
age, gender, and SES effects. Analyses of variance later were performed to provide further
information about the group differences implied by the correlational findings. Mean group
differences were tested via the Bonferonni method, and a significance level of .05 was used.
Gender, Age, and SES Effects Across Attachment Category
A series of chi-squares were conducted to examine gender, age, and SES effects across
RSQ attachment category (secure, fearful, preoccupied, dismissing). As previously mentioned,
18- and 19-year-olds were collapsed into one category for all chi-square analyses due to the
small cell sizes of the 19-year-olds in the sample (n =7). SES was collapsed into two categories
for these analyses: low SES (labour/clerical) and high SES (business/managerial) due to the
small cell sizes.
As seen in Tables 3.2 through to 3.4, no significant main effects were found for age, 
gender, or SES across RSQ attachment category (/2 (12, N  =405)= 11.80,/? = 46, NS\ *2(3, N  
=405)= 5.48, p  =. 14, NS\ %2 (3, N  =375)=5.60, p=.\2,NS, respectively). This pattern of results 
was replicated using the RQ attachment categories (see Tables 3.5-3.7) (%2 (12, A/ =425)= 18.73, 
p =.10, NS; *2(3, W=425)= 2.14,/? =.55, NS\ %2 (3, W=395)=6.17,/? =.10, NS, respectively).
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Table 3.2.
Frequencies and Percentages for RSQ Attachment Category for Age
Attach. Cat.
14 vears3 
Freq. %
15 vearsb 
Freq. %
16 vearsc 
Freq. %
17 vearsd 
Freq. %
18/19 vearse 
Freq. %
Secure 54 75.0 48 61.5 64 64.6 53 64.6 45 60.8
Fearful 2 2.8 5 6.4 7 7.1 8 9.8 6 8.1
Preoccupied 8 11.1 10 12.8 12 12.1 8 9.8 4 5.4
Dismissing 8 11.1 15 19.2 16 16.2 13 15.9 19 25.7
Note. Attach. Cat.=Attachment Category. Ns do not add up to 451, due to missing cases for 
attachment category and undifferentiated attachment category cases which were dropped. 
an =72. bn =78. cn =99. dn =82. en =74.
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Table 3.3.
Frequencies and Percentages for RSQ Attachment Category for Gender
Attach. Cat.
Males3
Freq. %
Females'1
Freq. %
Secure 101 63.9 163 66.0
Fearful 6 3.8 22 8.9
Preoccupied 19 12.0 23 9.3
Dismissing 32 20.3 39 15.8
Note. Attach. Cat.=Attachment Category. Ns do not add up to 451, due to missing cases for
attachment category and undifferentiated attachment category cases which were dropped.
an=158. bn=247.
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Table 3.4.
Frequencies and Percentages for RSQ Attachment Category for SES
Attach. Cat.
Lowa
Freq. %
High”
Freq. %
Secure 128 62.4 115 67.6
Fearful 18 8.8 8 4.7
Preoccupied 18 8.8 22 12.9
Dismissing 41 20.0 25 14.7
Note. Attach. Cat.=Attachment Category. Low= Labour/clerical. High= Manager/professional. 
Ns do not add up to 451, due to missing cases for attachment category and undifferentiated 
attachment category cases which were dropped. an =205. bn =170.
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Table 3.5.
Frequencies and Percentages for RQ Attachment Category for Age
14 vearsa 15 vearsb 16 vearsc 17 vearsd 18/19 vearsc
Attach. Cat. Freq. % Freq. % Freq. % Freq. % Freq. %
Secure 53 68.8 50 59.5 48 47.5 36 43.4 38 47.5
Fearful 9 11.7 15 17.9 23 22.8 19 22.9 18 22.5
Preoccupied 4 5.2 7 8.3 5 5.0 9 10.8 9 11.3
Dismissing 11 14.3 12 14.3 25 24.8 19 22.9 15 18.8
Note. Attach. Cat.=Attachment Category. Ns do not add up to 451, due to missing cases for
attachment category and undifferentiated attachment category cases which were dropped.
an =77. bn =84. cn =101. dn =83. en =80.
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Table 3.6.
Frequencies and Percentages for RQ Attachment Category for Gender
Attach. Cat.
Males3
Freq. %
Females5
Freq. %
Secure 85 52.5 140 53.2
Fearful 28 17.3 56 21.3
Preoccupied 16 9.9 18 6.8
Dismissing 33 20.4 49 18.6
Note. Attach. Cat.=Attachment Category. Ns do not add up to 451, due to missing cases for
attachment category and undifferentiated attachment category cases which were dropped.
an=162. bn=263.
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Table 3.7.
Frequencies and Percentages for RQ Attachment Category for SES
Attach. Cat.
Low3
Freq. %
Hiehb
Freq. %
Secure 105 47.9 104 59.1
Fearful 43 19.6 33 18.8
Preoccupied 21 9.6 13 7.4
Dismissing 50 22.8 26 14.8
Note. Attach. Cat.=Attachment Category. Low= Labour/clerical. High= Manager/professional. 
Ns do not add up to 451, due to missing cases for attachment category and undifferentiated 
attachment category cases which were dropped. an =219. bn =176.
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Interaction effects also were explored for age, gender, and SES across RSQ attachment
category. No significant interaction effects were found. When the analyses were performed
using the RQ attachment category, a significant gender x age effect was found with 14-year-old
males tending to report more dismissing attachment than 14-year-old females (x2(3, N  =11)=
9.76, p  <.05) (see Table 3.8). Frequencies and percentages for age, gender, and SES are
presented in Tables 3.2 through to 3.7.
Gender, Age, and SES Effects Across the M ajor Variables
Correlational analyses and ANOVA’s were performed to examine gender effects across
the major variables. Group means and ANOVA’s are presented in Table 3.9. Data from both the
RSQ and RQ are reported. Correlational analyses between gender and all the other major
variables are reported later in the correlation matrix in Table 3.12 (p.79). Correlational analyses
and ANOVA’s revealed that females reported greater life stress than males (r =. 13, p  <.01; F(l,
446)=7.93, p  <.01). Females reported less RQ preoccupied attachment than males (r = -.13,
p<.01; jP(1, 41l)=7.40,p <.01). Females reported greater perceived peer support than males (r =
.31, p  <.001; F( 1,436)=47.69,p <.001). Females also reported receiving more problem solving
(r =.11,p  =.01; F(1 432)=5.59,p =.01), esteem enhancement (r =.14,p <.01; F(2 ,432)=8.57,p
<.01), distraction (r =.14,p <.01; F (l, 432)=8.17,p <.01), cognitive reappraisal (r =10 ,p  <.05;
F( 1 ,431)=4.69,p <.05), emotional (r = 29, p  <.001; F(l, 431)= 39.19,p  <.001), and network
support (r =14 , p  <.01; F (l, 431)=8.00,p <.01) compared to males. Females reported greater
depressive symptoms than males on the BDI-II (r =.17,p  <.001; F (l, 448)=12.71,p <.001) and
CES-D (r =. 16, p =.001; F( 1,448)= 11.68, p = 001).
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Table 3.9.
Mean Scores for the Variables For Gender
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Males Females ANOVA
Variable M SD M SD df F P
Life Stress 12.47 7.31 14.60 8.08 1 7.93 .00**
Attachment
RSQ Secure 3.48 .61 3.43 .59 1 .72 .40
RSQ Fearful 2.27 .76 2.41 .81 1 3.21 .07
RSQ Preoccupied 2.64 .65 2.56 .65 1 1.88 .17
RSQ Dismissing 2.93 .69 2.85 .63 1 1.60 .21
Attachment
RQ Secure 4.76 1.85 4.68 1.83 1 .18 .67
RQ Fearful 3.17 1.84 3.49 1.89 1 2.84 .09
RQ Preoccupied 3.24 1.73 2.77 1.67 1 7.40 .01**
RQ Dismissing 3.85 1.79 3.59 1.89 1 1.85 .17
Perceived Support
Peers 71.35 12.61 79.54 11.65 1 47.69 .00***
Family 67.38 13.55 68.67 17.38 1 .67 .42
Received Support
Instrumental 2.21 1.34 2.12 1.34 1 .49 .48
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Males Females ANOVA
Variable M SD M SD df F P
Emotional Regulation 1.90 1.05 2.07 .90 1 3.51 .06
Problem Solving 3.15 1.98 3.59 1.83 1 5.59 .01**
Esteem Enhancement 4.04 1.98 4.56 1.66 1 8.57
*Oo
Distraction 1.74 1.14 2.04 1.00 1 8.17
&oo
Substance Use .33 .67 .35 .66 1 .17 .68
Cognitive Reappraisal 3.42 1.80 3.77 1.53 1 4.69 .03*
Emotional 4.98 2.12 6.07 1.52 1 39.19 oo***
Network 1.63 1.09 1.92 1.02 1 8.00 .00**
No Support 
Depression
.59 .60 .49 .61 1 3.12 .08
BDI-II 8.21 6.00 10.76 8.13 1 12.71 oo***
CES-D 11.95 7.19 14.79 9.35 1 11.68 oo***
Note. *p<.05. **p<.0\. ***/?<.001.
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Correlational analyses revealed that life stress was positively associated with age
(r =. 10, p <.05). RSQ fearful and dismissing attachment styles were positively associated with
age (r =.20,p <.01 and r=.)9,p  <.01, respectively). Perceived peer support and substance use
support were positively associated with age (r =. 13,p  <.01 and r= A l,p  =.001, respectively).
Age was not significantly correlated with depression (BDI-II: r =.04, NS', CES-D: r = -.03, NS).
To fiirther explore these age effects, analyses of variance were performed. Group means
are presented in Table 3.10. Results from both the RSQ and RQ are reported. A comparison of
group means revealed that 14-year-olds reported significantly less life stress than 17-year-olds
(F(4,446)= 3.13, p  =.01). Fourteen and 15-year-olds reported less RSQ fearful and dismissing
attachment styles than 18-year-olds (F(4,440)= 5.21, p  <.001; F (4 ,439)= 4.98, p  = 001,
respectively). Fourteen year-olds reported less perceived peer support than 18-year-olds (F(4,
436)= 2.30, p  =.05). Fourteen year-olds reported receiving less substance use support than 17-
year-olds (F(4,432)= 3.52, p  <01).
Correlational analyses revealed that SES was not significantly correlated with depression
(BDI-II: r = -.06, NS; CES-D: r = -.09, NS) or life stress (r = -.06, NS), not as expected.
However, SES was positively correlated with RQ secure attachment (r = .13, /?<.05) and network
support (r = . 16, p  = .001), and negatively correlated with RQ dismissing attachment (r = -. 10, p
<.05) and receiving no support (r = -.10,/? <.05).
To further explore these SES effects, analyses of variance were performed. Group means
are presented in Table 3.11. Data from both the RSQ and RQ are reported. A comparison of
group means revealed that participants’ of lowest SES (unskilled laborers) reported less network
support than participants’ of higher SES (F(4,402)= 3.04, p  = 01).
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Correlations for the Major Variables
For descriptive purposes, Table 3.12 presents the results of correlations between key 
variables of interest in the study. Sociodemographic factors (i.e., age, gender, SES) also are 
included. Correlational analyses were conducted prior to testing the proposed model to 
determine which variables to enter into the structural equation modeling analysis.
Notably, there were numerous significant correlations between life stress, perceived 
support, secure, fearful, and preoccupied attachment styles, and depression. The one construct 
not related to most other variables of interest in the study was dismissing attachment. Age and 
SES also were only weakly correlated with most other major variables in the study, including 
depression.
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3.4. Data Reduction of the Received Support Measure
Next, a principal components factor analysis (PCA) was performed on the received 
support measure to reduce the number of variables of the received support measure (Tabachnick 
and Fidell, 1996). This was done prior to analyzing the structural equation model in order to 
simplify this collection of variables and obtain a more parsimonious model. PCA also helps to 
minimize possible multicollinarity (i.e., very high correlations between variables), which can be 
problematic in SEM. A PCA was done on this measure because of the large number of 
subscales, as well as the uncertainty in the literature regarding the components of this 
multidimensional construct (Cutrona & Russel, 1987,1990; Shaefer et al., 1981; Munsch & 
Blyth, 1983; Finch et al., 1997).
To summarize a set of variables, PCA uses 1 as initial estimates of oommunality. 
Communality for a variable is the variance ar counted for by the factors. PCA then analyzes the 
common, unique, and error variance within a set of variables and distributes it to a smaller set of 
factors.
The 10 received support variables (instrumental, emotional regulation, problem solving, 
esteem enhancement, distraction, substance use, cognitive reappraisal, emotional, network, and 
no support) were subjected to a PCA with varimax rotation. A correlation table among the 
variables included in the factor analysis is presented in Table 3.12.
Using the criterion of an eigenvalue greater than 1 to determine the number of 
components to retain (Tabachnick and Fidell, 1996), the analysis extracted three rotated 
components with eigenvalues of 3.76,1.19, and 1.06, respectively. The three components are 
shown in Table 3.13.
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Table 3.13.
Varimax Rotated Loadings, Communalities, and Components of the Received Support Measure
Emotion-focused/ Problem-focused/ Maladaptive-avoidance/
Variable Support Support Support
Cognitive Reappraisal .76 (.61)
Distraction .72 (.56)
Emotional .73 (.68)
Emotional Regulation .72 (.53)
Network .54 (.49)
Instrumental .83 (.70)
Problem Solving .78 (.65)
Esteem Enhancement .53 (.61) .54 (.61)
Substance Use .81 (.67)
No Support .67 (.51)
Eigenvalues 3.76 1.19 1.06
Proportion of Variance 37.59 11.86 10.58
Note. Loadings are presented with communalities in parentheses. A loading of .50 and above 
was chosen as criterion for defining a component.
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Several variables loaded on each component. The factor loadings and communalities are 
presented in Table 3.13. The three components accounted for 60.02% of the variance in the 10 
received support variables.
The criterion for including variables in a component was a rotated loading of .50 or 
greater (Tabachnick and Fidell, 1996). The first component was labeled “emotion-focused 
support,” and it included six variables: cognitive reappraisal, emotional, emotional regulation, 
distraction, network, and esteem enhancement support. The second component, labeled 
“problem-focused support,” consisted of three variables: instrumental, problem solving, and 
esteem enhancement support. The third component, labeled “maladaptive-avoidance support,” 
included two variables: substance use support and receiving no support.
Component scores were created for use in the structural equation (i.e., SEM) analyses. 
They were produced by summing the z-scores on variables that loaded highly on each 
component.
The first two components (emotion-focused and problem-focused support) served as the 
indicators of the received support measure in the subsequent SEM analyses. The third 
component (maladaptive-avoidance support) was not included in the SEM analyses, because it 
was found to be unreliable, with an internal reliability coefficient (alpha) of .27. The two other 
components (emotion-focused and problem-focused support) had internal reliability coefficients 
of .81 and .70, respectively.
3.5. Structural Equation Analysis of the Proposed Model
Using AMOS and the maximum likelihood estimation method (ML method), structural 
equation modeling was used to test the proposed model. The hypothesized full model specified 
relations between life stress (an observed variable), attachment style (a latent variable with three
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indicators: RQ/RSQ fearful, RQ/RSQ preoccupied, and RQ/RSQ secure), perceived support (a
latent or unobserved variable with two indicators: peers and family), received support (a latent
variable with two indicators: emotion-focused support and problem-focused support), and
depression (a latent variable with two indicators: BDI-II and CES-D). Associated with each
observed variable or indicator is an error term (error 1-8) and with each unobserved variable or
factor being predicted, a residual term (residual 1-4). The ML procedure is a widely used
method for computing model parameter estimates.
The correlation matrix for the model variables used in the analysis are shown in Table
3.14. All three received support components are presented in this table.
Data were analyzed in three stages. The first stage of the analysis consisted of an 
examination of the full hybrid structural equation model. Hybrid structural equation models can 
be viewed as a synthesis of path and measurement models, allowing one to examine relations 
between unobserved variables (as in a path analysis) and unobserved variables and their 
indicators (as in a confirmatory factor analysis). With hybrid models, the capability to test 
hypotheses both about structural and measurement relations with a single model yields great 
flexibility.
The structural equation model was tested, with a separate analysis conducted for each 
attachment style (fearful, preoccupied, and secure attachment). This was done so that specific 
hypotheses concerning the different attachment styles could be examined via the SEM analyses. 
Dismissing attachment was not included in the modeling analyses, because it correlated weakly 
with the other model variables.
The second stage of the analysis consisted of testing the hypothesis that social support 
mediates the relation between attachment style and depression.
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The third stage of the analysis consisted of examining gender effects in the hypothesized 
model. Gender differences were tested in the hypothesized model due to the significant 
correlations found in this study between gender and the other model variables (life stress, fearful 
and preoccupied attachment, social support, and depression). Age and SES effects were not 
tested in the model, because these variables only were weakly correlated with the other model 
variables (e.g., social support, depression).
A multisample approach was used to assess whether a single model might accurately fit 
the data for females and males. This approach tested the assumption that all parameter estimates 
oi interest were equal across gender. It was expected that some gender differences would be 
found given the significant correlations found in this study across gender.
The predicted full model is presented in Figure 3.1 (with fearful attachment, p. 90),
Figure 3.2 (with preoccupied attachment, p. 92), and Figure 3.3 (with secure attachment, p. 95). 
Error and residual terms are not presented in these figures for clarity. Circles represent 
unobserved variables and rectangles represent observed variables or indicators. Lines connecting 
variables indicate an hypothesized direct effect. The figures illustrate the hypothesized relations 
between the model variables.
As seen in the predicted full models and in Figure 1.1 (p. 6), life stress was hypothesized 
to predict attachment style, perceived and received support, and depression. Attachment style 
would predict perceived and received support and depression. Perceived support would predict 
received support. Perceived and received support would predict depression. Perceived support 
would mediate the relation between attachment style and depression.
The model is recursive in that the direction of cause was expected to be unidirectional 
(Kline, 1998, p. 7). In contrast, a model that allows for reciprocal or feedback effects would be
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termed nonrecursive. Nonrecursive models require more complex analyses with less ease of
interpretation.
3.5.1. Assumptions
The assumptions of normality were evaluated via AMOS as previously discussed. The 
univariate outliers were identified and adjusted. The structural equation modeling analysis was 
performed on 387 participants. Sixty-four participants had missing data and were eliminated 
from the analyses. With structural equation modeling, cases must be deleted list-wise (as 
described above) rather than pair-wise in order to generate a viable data set (Cole, 1987). Pair­
wise deletion presents a potential problem for SEM, because SEM is based on variance and 
covariance information; depending on the pattern of missing observations, each element of the 
covariance matrix could be based on different subsets of subjects.
3.5.2. Model Estimation of the Proposed Overall Model
Prior to model testing, the requirements for identification of structural equation models 
needed to be met. The requirements were: (1) the number of free parameters must be less than or 
equal to the number of observations, and (2) every unobserved variable must have a scale (Kline, 
p. 247). The first condition easi ly was met (for each model: # of free parameters =27 < # of 
observations =45).
With respect to the second condition, following the recommendations of Kline (1998, p. 
204), each latent model variable was scaled by fixing the loading of one of its indicators to 1.0 
(unstandardized form). Regarding which indicators to select in this process, assuming that all the 
indicators of a construct are of comparable reliability, the choice can be arbitrary (Kline, 1998, p. 
5). Another potential guideline is to select the indicator that is most highly correlated with a 
particular latent factor. Following these criteria, the fearful, preoccupied, and secure attachment
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variables each were scaled by fixing one of their indicators’, RSQ, to 1.0 (unstandardized form). 
The perceived support variable was scaled by fixing the loading of one of its indicators (i.e., 
parents) to 1.0 (unstandardized form). The received support variable was scaled by fixing the 
loading of one of its indicators, emotion-focused support, to 1.0 (unstandardized form). The 
depression variable was scaled by fixing one of its indicator’s, BDI-II, to 1.0 (unstandardized 
form). These indicators were selected to be fixed to 1.0, because they were both reliable and 
highly correlated with their particular factor.
Once these requirements were met, the hypothesized full model was tested, first with 
fearful attachment (Figure 3.1, p. 90), then with preoccupied attachment (Figure 3.2, p. 92), and, 
lastly, with secure attachment (Figure 3.3, p. 95). Prior to presenting the results from the SEM 
analysis, the model fit criteria are described below.
Evaluation of Model Fit
Good fit generally is indicated when the ratio between the likelihood goodness of fit test 
statistic and degrees of freedom (x2/df) does not exceed 3.0 or the root mean squared of the 
residuals (RMSEA) does not exceed .10. Moreover, models are believed to fit well if the 
comparative fit index (CFI) and the adjusted goodness of fit index (AGFI) exceed .90. The 
above descriptive fit indices were used in this study to evaluate overall model fit. Consistent 
with common practice, the chi-square value alone was not used as an index of goodness of fit 
given its well-known high sensitivity to sample size and because models involving many 
variables tend to have high chi-square values (Bentler & Bonett, 1980; Cole, 1987; Joreskog & 
Sorbom, 1993, Kline, 1996, Larose et al., 1999; Sheeber et al., 1999).
In addition to goodness of fit statistics which evaluate the model as a whole, the model 
also was assessed through the adequacy of the individual parameter estimates (i.e., feasibility of
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parameter estimates, appropriateness of standard errors, and statistical significance of parameter 
estimates). In addition, model misspecification can be detected via the modification indices 
(Mi’s). It can be conceptualized as a %2 statistic with one degree of freedom (Kline, p. 90). For 
each fixed parameter in the model, AMOS provides an MI value, the value of which represents 
the expected drop in overall value if the parameter were to be freely estimated in a subsequent 
run. Large MI values indicate possible model misspecification.
In addition, in some instances, if a model needs to be respecified (i.e., paths need to be 
added or eliminated), a chi-square difference (x2 difference) test can be applied to determine if 
the difference between the j2 values of the two models is significant. The chi-square difference 
test only can be applied to hierarchical or nested models (i.e., models that are subsets of the 
other) (Byrne, 2001, p. 114; Kline, 1998, p. 137). In model trimming (i.e., when paths are 
eliminated or constrained), a significant yl difference test suggests that the model has been 
simplified too much. A significant result in model building supports the retention of the path 
that was just added (Kline, p. 133). The goal of model trimming and model building is to find a 
parsimonious model that fits the data well. With nonhierarchical models, although the values of 
the %2 statistics can be compared, the difference between them cannot be tested for significance. 
Any such comparison, however, should adjust for the number of parameters, because more 
complex models tend to fit the data better. The AIC (Akaike Information Criterion) allows for 
such a comparison (Kline, 1998, p. 137). The AIC is a modification of the standard goodness of 
fit %2 statistic that includes a “penalty” for complexity. It is calculated by subtracting two times 
the degrees of freedom from the x2 statistic (AIC = x2 - 2df). Given two nonhierarchical models, 
the one with the lowest AIC is preferred. The AIC value can be less than zero.
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Analysis of the Fearful Attachment Model
The overall fit of the hypothesized full model with fearful attachment was good. As 
expected, the chi-square was significant (*2(18)= 56.93, p  <.001). However, the /2/df and the 
CFI were 3.16 and .97 respectively, indicating reasonably good model fit. Jn addition, the AGFI 
was .92, which is acceptable. The RMSEA was .07, also indicating relatively good fit. As well, 
the parameter estimates in the model were feasible, and the standard errors associated with the 
estimates were not excessively large or small. Most of the parameter estimates were statistically 
significant at the .05 level, and the Mi’s generally were reasonable, indicating good model fit.
The structural coefficients from the completely standardized solution are displayed in 
Figure 3.1 (p. 90). Significant paths are marked by asterisks. Life stress was predictive of more 
fearful attachment (standardized coefficient = 30, p  <.05), greater received support (standardized 
coefficient =19,p <.05), and greater depressive symptoms (standardized coefficient = 2 \ , p  
<.05). Fearful attachment was predictive of less perceived support (standardized coefficient = - 
.59, p  <.05), greater received support (standardized coefficient = .29, p  <.05), and greater 
depressive symptoms (standardized coefficient = .24, p  <.05). Perceived support was predictive 
of greater received support (standardized coefficient =.72, p  ^.05) and fewer depressive 
symptoms (standardized coefficient = -.53, p <.05).
The measurement coefficients from the completely standardized solution are displayed in 
Figure 3.1 (p. 90). The measurement coefficients linking the observed variables with the latent 
factors are high (.55 to .91). The relatively high factor loadings in this model indicate that the 
model’s measurement components adequately represent the model’s latent factors.
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Analysis of the Preoccupied Attachment Model
The overall fit of the hypothesized full model with preoccupied attachment was good. As 
expected, the chi-square was significant (x2(18)= 49.14,/? <.001). However, the x2/df and the 
CFI were 2.73 and .97 respectively, indicating good model fit. In addition, the AGFI was .93, 
which is good. The RMSEA was .06, also indicating good fit. As well, the parameter estimates 
in the model were feasible, and the standard errors associated with the estimates were not 
excessively large or small. Most of the parameter estimates were statistically significant at the 
.05 level, and the M i’s generally were reasonable, indicating good model fit.
A comparison of the two models (with fearful versus preoccupied attachment) indicated 
that the preoccupied model was a slightly better fitting model. Although the significance 
between the two models could not be tested because they are nonhierarchical, a comparison of 
their %2 values of the fearful attachment model with the preoccupied attachment model indicated 
a slightly better fit for the preoccupied attachment model (fearful model: *2(18) = 56.93,p  <.001 
versus preoccupied model: *2(18)= 49.14,p <.001), with lower yl values representing better fit. 
Adjusting for the number of parameters via the AIC also indicated a slight preference for the 
preoccupied model. The AIC for the fearful model was 110.93 and for the preoccupied model,
103.14, with lower values being preferred.
The structural coefficients from the completely standardized solution are displayed in 
Figure 3.2 (p. 92). Life stress was predictive of more preoccupied attachment (standardized 
coefficient = .29, p  <.05), less perceived support (standardized coefficient = -.18,/? <.05), greater 
received support (standardized coefficient =.21,/? <.05), and greater depressive symptoms 
(standardized coefficient =.20, p  <.05). Preoccupied attachment was predictive of less perceived 
support (standardized coefficient = -.34,/? <.05). Perceived support was predictive of
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greater received support (standardized coefficient = .59, p  <.05) and fewer depressive symptoms 
(standardized coefficient = -.63, p  <.05).
The measurement coefficients from the completely standardized solution are displayed in 
Figure 3.2 (p. 92). In general, the measurement coefficients linking the observed variables with 
the latent factors are high (.56 to .92). The relatively high factor loadings in this model indicate 
that the model’s measurement components adequately represent the model’s latent factors. 
Analysis of the Secure Attachment Model
The overall fit of the hypothesized full model with secure attachment was relatively poor. 
As expected, the chi-square was significant (^2(18)= 82.98, p  <.001). The x2/df and the CFI 
were 4.16 and .95 respectively, also indicating somewhat poor model fit. In addition, the AGFI 
and RMSEA were .89 and .09 respectively, suggesting poor model fit. As well, there were 
several other indicators of poor model fit for this model (Byrne, p. 75). More specifically, most 
of the parameter estimates were not statistically significant at the .05 level (i.e., only four paths 
were significant in the entire model), some of the parameter estimates did not exhibit the correct 
size (e.g., they were larger than expected: the standardized path coefficient for perceived and 
received support = 1.28), some of the parameter estimates were not consistent with the 
underlying theory (e.g., the relation between secure attachment and depression was not 
statistically significant), the standard errors tended to be excessively large, and the Mi’s tended 
to be large (e.g., Ml=21.10, for perceived support-family and life stress).
A comparison of this model with the fearful and preoccupied attachment models 
indicated that the fearful and preoccupied models were a significantly better fit, providing further 
evidence that this model was a poor fit to the data. A comparison of the %2 value of the secure 
attachment model with the fearful attachment model indicated a significantly better fit for the
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fearful attachment model (secure model: x2(18)= 82.98, p  <.001) versus (fearful model: x2(18)= 
56.93, p  <.001), with lower yl  values representing a better fit. The preoccupied attachment 
model also had a lower yl value than the secure attachment model (preoccupied model: x2(18)~
49.14, p<.001). Adjusting for the number of parameters via the AIC, also indicated a preference 
for the fearful and preoccupied models. The AIC for the secure model was 136.98, for the 
fearful model, 110.93 and for the preoccupied model, 104.14, with lower values being preferred.
The structural coefficients from the completely standardized solution are displayed in 
Figure 3.3 (p. 95). Life stress was predictive of less secure attachment (standardized coefficient 
-.20,p<.05) and greater depressive symptoms (standardized coefficient= .32, p  <.05). Secure 
attachment was predictive of greater perceived support (standardized coefficient .85 p<.05). 
Perceived support was predictive of greater received support (standardized coefficient 1.28, p 
<.05).
The measurement coefficients from the completely standardized solution also are 
displayed in Figure 3.3 (p. 95). The measurement coefficients linking the observed variables 
with the latent factors are relatively high (.50 to .93). The high factor loadings in this model 
indicate that the model’s measurement components adequately represent the model’s latent 
factors.
The hypothesized full model also was run with the dismissing attachment style (see 
Appendix A-l, Figure A.l).
3.5.3. Social Support as a Mediator of the Proposed Model
To examine this study’s fifth hypothesis that social support mediates the relation between 
attachment style and depression, the path coefficient between attachment style and depression 
was constrained to zero (i.e., this direct effect was trimmed from the model) (Holmbeck, 1997;
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Kline, p. 133). If the overall model fit of this constrained model is not appreciably worse than
one with this path coefficient as freely estimated, the hypothesis about a mediated relationship of
attachment style to depression is supported. In addition, to further examine this possible
mediation effect, the path coefficients for attachment style and perceived support and perceived
support and depression were constrained to zero (i.e., their direct effects were trimmed from the
model). If the overall fit of this constrained model is significantly worse than one with these
path coefficients as freely estimated and if the path coefficient for attachment style and
depression increases in magnitude, the hypothesis about social support as a mediator of
depression would be supported (Kline, p. 133).
Below is a test of the social support mediation hypothesis in the fearful model. This 
mediation hypothesis was not tested in the secure or preoccupied attachment models, because the 
association between attachment style (the predictor variable) and depression (the dependent 
measure) was not statistically significant at the .05 level. A prerequisite for testing a possible 
mediational effect is that there must be a significant relation between the predictor and dependent 
variables prior to testing for the mediated effect (Holmbeck, 1997). An additional reason for not 
testing this effect in the secure attachment model is the overall poor fit of this model (Holmbeck, 
1997). Received support was not examined as a possible mediator, because it was not 
consistently associated with attachment style or depression in the three models.
Test of Mediation in the Fearful Attachment Model
When the model was run with fearful attachment, the path coefficient between 
attachment style and depression was constrained to zero to test for mediation effects. Although 
this constrained model did not appear to be appreciably worse than one with this path coefficient 
as freely estimated, a chi-square difference test was used to test the significance of the decrement
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in the overall model fit. This was appropriate given that the comparison was between two
hierarchical models. A comparison of the constrained model (x2(19)= 59.32) with the less
restricted (initial) model (*2(18)= 56.93) yielded a difference in chi-square value of 2.39 (x2(l)=
2.39), which was not significant at the .001 level. Thus, this provides some evidence for social
support as a mediator of fearful attachment style and depression.
To further examine this mediation effect, the path coefficient between fearful attachment 
style and perceived support and perceived support and depression were constrained to zero.
When this was performed, the path coefficient between fearful attachment style and depression 
increased in magnitude (from .24 to .54), and it resulted in a worse fitting model: CFI decreased 
to .89 (from .97), and RMSEA increased to .12 (from .07). Also, the constrained model had 
several large MI values, including for the paths between fearful attachment style and perceived 
support (MI=43.20) and perceived support and depression (MI=33.36), providing evidence of 
poor model fit. To test the significance of the decrement in the overall model fit, a chi-square 
difference test was applied. A comparison of the constrained model (y2(20)= 138.12) with the 
less restricted (initial) model (x2(18)= 56.93) yielded a difference in chi-square value of 81.19 
(x2(2)= 81.19), which was significant at the .001 level. Thus, there was further evidence that 
perceived support mediates the relation between fearful attachment style and depression.
Further Test of Mediation
To further explore the relative significance of perceived support as a mediator in the 
hypothesized model, other possible mediational effects were tested. Specifically, perceived 
support was explored as a possible mediator of life stress and depressive symptoms. This only 
was examined in the preoccupied model since it was the only model with significant associations 
between stress and perceived support, stress and depression, and perceived stress and depression,
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all of which are necessary conditions for there to be a significant mediational effect, in addition
to an adequate overall model fit (Holmbeck, 1997). The same procedure was followed as above,
and some evidence was found for perceived support as a mediator of the relation between stress
and depressive symptoms. For instance, when the model was run with preoccupied attachment,
the path coefficient between stress and depression increased in magnitude (from .20 to .45), and
it resulted in a worse fitting model*. CFI decreased to .93 (from .97), and RMSEA increased to
.09 (from .06). As well, the decrement in the overall model fit was significant. Specifically, a
comparison of the constrained model (x2(20)=85.40) with the less restricted (initial) model
(x2(18)= 49.14) yielded a difference in chi-square value of 36.26 (x2(2)= 36.26), which was
significant at the .001 level. Although significant, perceived support was a better mediator in the
link between fear fill attachment and depression.
3.5.4. Gender Effects in the Proposed Overall Model
Gender effects were tested in the hypothesized model (with fearful and preoccupied 
attachment) due to the significant correlations found in this study between gender and the other 
model variables (see Table 3.12, p. 79). Gender effects were not tested in the secure attachment 
model given the overall poor fit of this model to the data. Age and SES effects were not tested in 
the fearful and preoccupied models, because these variables only were weakly correlated with 
the other model variables (e.g., social support, depression).
A multisample approach was used to test for gender differences in the full hypothesized 
model (with fearful and preoccupied attachment). Because AMOS is capable of modeling data 
from multiple groups (or samples) simultaneously, a single analysis was performed with two 
groups (females n = 249; males n = 138), and parameters were estimated and hypotheses were 
tested about both groups simultaneously. With two groups, there were twice as many sample
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moments and parameters to be estimated and twice as many degrees of freedom (number of
distinct sample moments= 90, number of parameters to be estimated= 54, and degrees of
freedom= 36). One set of fit indices was obtained for the entire model. Separate path
coefficients were obtained for males and females.
Test for Gender Effects in the Fearful Attachment Model
For fearful attachment, although the fit indices indicated adequate model fit for both 
groups (x2/df= 1.77, CFI- .97, AGFI= .91, RMSEA= .04), some of the parameter estimates 
exhibited estimates that were not feasible for the males. In particular, the size of some of the 
parameter estimates in the model were unreasonable (e.g., they were larger than expected: the 
standardized path for perceived support and depression = -1.53), and they were inconsistent with 
the underlying theory (e.g., the path coefficient between fearful attachment and depression for 
males was in the negative direction) (Byrne, p. 75). See Appendices A-2 and A-3 (Figures A.2 
and A.3) for the standardized solutions for males and females, respectively.
For females, life stress was predictive of more fearful attachment (standardized 
coefficient .39, p  <.05), greater received support (standardized coefficient=.26, p  <.05), and 
greater depressive symptoms (standardized coefficient .19,p <05). Fearful attachment was 
predictive of less perceived support (standardized coefficient=-.52,p <.05) and greater 
depressive symptoms (standardized coefficient .25, p  <.05). Perceived support was predictive 
of greater received support (standardized coefficient .69, p  <.Q5) and fewer depressive 
symptoms (standardized coefficient -.47, p  <.05).
Normally, one would proceed with visually inspecting the path diagrams of the males and 
females to determine if any differences in parameter estimates are evident (across males and 
females), followed by constraining the regression weights to be equal across males and females 
to determine if the difference between the models is significant. However, in this situation, 
given the unreasonable or inconsistent parameter estimates for the males, it was not possible to 
proceed any further with the analyses for testing for gender differences in the proposed model.
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These results may be due to the small sample size for males (n = 138 versus n = 249 for
females). According to Kline (p. 211), problems are most likely to occur in the modeling
analyses for models with only two indicators per factor and sample sizes of less than 100-150
cases. Another possible explanation might be that the model is a poor model fit for males. There
is some evidence to support this. Specifically, the standard error for the parameter estimate for
fearful attachment and depression was excessively large. Byrne (p. 75) suggests that this might
be indicative of poor mou ’I fit. Either way, the analysis for testing for gender differences cannot
proceed, because the model does not fit the data from both groups well. In addition, there are no
sound substantive reasons for re-specifying the model.
Test for Gender Effects in the Preoccupied Attachment Model
Similarly, for preoccupied attachment, although the fit indices indicated adequate model
fit for both groups (x2/df= 1.53, CFI= .98, AGFI= .92, RMSEA= .04), tin, path coefficients
yielded some unreasonable parameter estimates for males, as well as a negative variance (in the
unstandardized solution), which renders the solution for males not admissible. See Appendices
A-4 and A-5 (Figures A.4 and A.5) for the standardized solutions for males and females,
respectively.
For females, life stress was predictive of more preoccupied attachment (standardized 
coefficient .39,/? <.05), less perceived support (standardized coefficient -.26, p  <.05), greater 
received support (standardized coefficient .31,/? <.05), and greater depressive symptoms 
(standardized coefficient. 15, p  <.05). Preoccupied attachment was predictive of less perceived 
support (standardized coefficient -.32, p  <.05). Perceived support was predictive of greater 
received support (standardized coefficient .58,/? <.05) and fewer depressive symptoms 
(standardized coefficient -.54, p  <.05).
Given the atypical results for males, it was not possible to proceed any further with the 
analyses for testing for gender differences in the proposed model. The negative variance that 
was obtained in this solution (a problem which is often referred to as a Heywood case), in
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addition to the unreasonable parameter estimates, were likely due to the small sample size for
males (n = 138). Heywood cases are likely to result when complex models are attempted to fit
data samples that are too small (Kline, p. 210). The analysis for females did not result in a
Heywood case due to the significantly larger sample size for females (n = 249).
3.6. Regression Analyses of the Major Variables
Next, hierarchical regression analyses were performed to further explore gender 
differences among the model variables and to clarify the significance of different attachment 
styles and social support (perceived, received) in the prediction of depression. Tables 3.15 to 
3.20 show the results of the analyses using the RSQ and RQ attachment styles.
As shown in Tables 3.15 and 3.16, consistent with the theoretical model of this study (see 
Figure 1.1, p. 6 ), life stress was entered on the first step, attachment style was entered on the 
second step, perceived support was entered on the third step, and received support was entered 
on the fourth step. In addition, gender-by-predictor interactions were entered on the last step to 
test for possible gender effects. Perceived and received support were entered on separate steps 
in the model, because conceptualizations of perceived and received support fit different 
theoretical models and have differential effects on well-being (Barrera, 1988; Wethington & 
Kessler, 1986). Perceived support was entered in the model before received support, because 
there are more well-established links in the literature between perceived support and depression 
(Cohen & Wills, 1985; Compas, 1987; Coyne & Downey, 1991; Meehan et al., 1993; Sheeber et 
al., 1997). The third received support component was not included as a predictor due to its low 
internal reliability coefficient (alpha «.27), which was reported earlier in the text (p. 82).
As seen in Table 3.15, life stress uniquely contributed 17.9% of the variance to 
depression (p <.001). On the second step, RSQ secure, preoccupied, and fearful attachment 
added significant predictive variance (p < .01). On the third step, perceived parent support added 
significant predictive variance (p <.001). On the next step, received support did not add any 
significant predictive variance in depression. On the last step, although gender added 3% of
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significant predictive variance, none of the gender-by-predictor interactions added any unique
significant predictive variance. Together, all the variables in the model explained 41.5% of the
variance in depression. Except in two inst. nces, the above pattern of results was replicated using
the RQ attachment styles (see Table 3.16). Specifically, perceived peer support predicted
depression (p < .05). Also, there was a significant secure attachment-by-gender interaction (p <
.05). Examination of this interaction revealed that secure attachment was a stronger (negative)
predictor of depression in females than males.
To further explore gender main effects, regression analyses were run separately for males 
and females (see Tables 3.17 to 3.20 for results with the RSQ and RQ, respectively). As 
presented in Table 3.17, for males, life stress uniquely contributed 17.9% of the variance to 
depression (p <.001). On the next step, RSQ secure, fearful, and preoccupied attachment each 
contributed significant predictive variance (p < .01). On the next step, perceived peer support 
added significant predictive variance to depression (p < .001). On the last step, received support 
did not add any unique predictive variance. Together, all the variables in the model explained 
39.3% of the variance in depression. Except in two instances, the above pattern of results was 
replicated using the RQ attachment styles (see Table 3.19) Specifically, RQ preoccupied 
attachment was not a significant predictor of depression (p = . 16). As well, perceived peer 
support was a significant predictor (p <.001). Together, all the variables in this second model 
explained 34.1% of the variance in depression.
As seen in Table 3.18, for females, life stress uniquely contributed 18.8% of the variance 
to depression (p <.001). On the next step, RSQ secure attachment, fearful attachment, and 
preoccupied attachment each contributed significant predictive variance (p <.01). On the next 
step, perceived parent support added significant predictive variance (p < .001). On the last step, 
received support did not add any unique predictive variance. Together, all the variables in the 
model explained 39.5% of the variance in depression. Except in one instance, the above pattern 
of results was replicated using the RQ attachment styles (see Table 3.20). Specifically, RQ
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fearful attachment was not a significant predictor (p = .13). Together, all the variables in this
second model explained 36.7.% of the variance in depression.
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Table 3.15.
Hierarchical Regressions Examining the Relative Contribution of Life Stress, RSQ Attachment
Styles, Social Support, and Gender to Depression (BDI-II)
t for within R2 change F
Step Variable Beta step predictors for step change
1 Life stress .42
2 Attachment
Overall
Secure -.23
Fearful .26
Preoccupied .13
Dismissing -.03
3 Perceived support
Overall
Peers -.03
Family -.19
4 Received support
Overall
Emotion-focused -.03
Problem-focused -.02
5 Gender Interactions
Overall
Stress x gender -.04
9.54***
-5.09***
4  7 9 * * *
2.93**
-.66
-.67
.4  36***
-.53
-.45
.18
.19
.03
.00
.03
91.07***
31.89***
11.15* * *
.66
2.66**
-.23
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t for within R2 change F
Step Variable Beta step predictors for step change
Secure x gender -.56 -1.93
Fearful x gender -.28 -1.06
Preoccpd x gender .20 .97
Dismiss x gender .36 1.42
Friends x gender .55 1.43
Family x gender -.03 -.13
Emotion x gender - .2 0 -1.14
Problem x gender -.02 -.1 2
Note. Preoccpd = Preoccupied attachment. Dismiss = Dismissing attachment. Friends = 
Perceived social support-friends. Family = Perceived social support-family. Emotion = 
Emotion-focused support. Problem = Problem-focused support. Gender is coded as 1 = male, 2 
= female. *p<.05. **p<.01. ***p<.001.
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Table 3.16.
Hierarchical Regressions Examining the Relative Contribution of Life Stress, RQ Attachment
Styles, Social Support, and Gender to Depression (BDI-II)
t for within R2 change F
Step Variable Beta step predictors for step change
1 Life stress .42
2 Attachment
Overall
Secure -.25
Fearful .14
Preoccupied .14
Dismissing -.01
3 Perceived support
Overall
Peers -.10
Family -.22
4 Received support
Overall
Emotion-focused .04
Problem-focused -.05
5 Gender Interactions
Overall
Stress x gender .13
9.03
-5.25**
3.12**
3.24**
-.30
-2.13*
-4.67***
.75
-.86
.17
.12
.06
.00
.04
81.51***
16.44***
17.55
.40
3.39**
.68
Adolescent Depression 107
t for within R2 change F
Step Variable Beta step predictors for step change
Secure x gender 
Fearful x gender 
Preoccpd x gender 
Dismiss x gender 
Friends x gender 
Family x gender 
Emotion x gender 
Problem x gender
-.45 -2 .11*
- .2 0 -1.24
.15 .94
-.04 -.26
.59 1.92
-.13 -.51
pr -.32
-.16 -.84
Note. Preoccpd = Preoccupied attachment. Dismiss = Dismissing attachment. Friends = 
Perceived social support-friends. Family = Perceived social support-family. Emotion = 
Emotion-focused support. Problem = Problem-focused support. Gender is coded as 1 = male, 2 
= female. *p<.05. **p<.01. ***p<.001.
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Table 3.17.
Hierarchical Regressions for Males Examining the Relative Contribution of Life Stress, RSQ 
Attachment Styles, and Social Support to Depression (BDI-II)
Step Variable Beta
t for within 
step predictors
R2 change 
for step
F
change
1 Life stress .42 9.54*** .18 91.07***
2 Attachment
Overall .19 31.89***
Secure -.22 -5.09***
Fearful .26 4.79***
Preoccupied .13 2.93**
Dismissing -.03 -.66
3 Perceived support
Overall .03 11 15***
Peers -.03 -.67
Family -.19 -4.36***
4 Received support
Overall .00 .66
Emotion-focused -.03 -.53
Problem-focused -.02 -.45
Note. *p<.05. **p<.01. ***p<.001.
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Table 3.18.
Hierarchical Regressions for Females Examining the Relative Contribution of Life Stress, RSQ 
Attachment Styles, and Social Support to Depression (BDI-II)
Step Variable Beta
t for within 
step predictors
R2 change 
for step
F
change
1 Life stress .43 7.81*** .19 60.95***
2 Attachment
Overall .18 18.22***
Secure -.24 -4.36***
Fearful .18 2 .6 6 **
Preoccupied .17 2.95**
Dismissing .04 .62
3 Perceived support
Overall .04 8.87***
Peers -.05 -.87
Family -.21 -3.72***
4 Received support
Overall .01 1.92
Emotion-focused -.09 -1.39
Problem-focused - .02 -.34
Note. *p<.05. **p<.01. ***p<.001.
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Table 3.19.
Hierarchical Regressions for Males Examining the Relative Contribution of Life Stress, RQ
Attachment Styles, and Social Support to Depression (BDI-II)
Step Variable Beta
t for within 
step predictors
R2 change 
for step
F
change
1 Life stress .30 3.67*** .09 13.49***
2 Attachment
Overall .15 6.37***
Secure -.17 -2.05*
Fearful .27 3.30**
Preoccupied .11 1.38
Dismissing • © o -.05
3 Perceived support
Overall .14 15.24***
Peers -.33 -4.05***
Family -.21 -2.85**
4 Received support
Overall .00 .35
Emotion-focused .03 .24
Problem-focused .04 .38
Note. *p<.05. **p<.01. ***p<.001.
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Table 3.20.
Hierarchical Regressions for Females Examining the Relative Contribution of Life Stress, RQ
Attachment Styles, and Social Support to Depression (BDI-II)
Step Variable Beta
t for within 
step predictors
R2 change 
for step
F
change
1 Life stress .44 7.76*** .20 60.27***
2 Attachment
Overall .13 11 4 9 ***
Secure -.27 -4.67***
Fearful .08 1.50
Preoccupied .19 3.49**
Dismissing -.02 -.31
3 Perceived support
Overall .06 12.03***
Peers -.08 -1.40
Family -.23 -4 01***
4 Received support
Overall .01 1.16
Emotion-focused -.03 -.43
Problem-focused -.06 -.97
Note. *p<.05. **p<.01. ***p<.001.
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CHAPTER IV.
DISCUSSION
The purpose of this study was to examine the mediational role of social support in the 
relation between attachment style and depression. This was examined by a mediational model of 
the relations between life stress, attachment style, social support, and depression (see Figure 1.1, 
p. 6). The impact of sociodemographic variables (e.g., gender, age, SES) also was considered. 
This research extended past research by using a four-group model of attachment as a unifying 
framework and by examining the mediational effects of social support in adolescent depression. 
The primary analyses in this study were aimed at increasing our understanding of the mechanism 
by which attachment style is related to adolescent depression. Although this link is relatively 
well-established in the literature, the possible mechanism underlying it is not well understood. 
Also, a nonclinical adolescent sample was used.
The specific objectives that were addressed in this study concerned relations in the 
hypothesized model. The following paths were proposed in the model: (1) life stress would 
predict insecure attachment, less social support (perceived and received), and greater depression; 
(2) insecure attachment styles would predict less social support and greater depression; (3) social 
support would predict less depression; (4) perceived support would predict greater received 
support; and (5) social support would mediate the significant relation between attachment style 
and depression.
Structural equation analyses confirmed the hypothesized model for preoccupied and 
fearful individuals. For preoccupied individuals, the self is seen as unworthy of love and 
attention, but others are viewed as caring or available, when they are willing. For fearful 
individuals, the self is seen as unworthy of love and attention, and, similarly, others are viewed 
as unreliable and rejecting. Within a fearful and preoccupied attachment framework, support 
was found for most of the hypothesized relations among the model variables, including the 
mediational role of perceived support in the relation between fearful attachment and depression.
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Adolescents who perceived themselves as unworthy of love and attention and who perceived
others as unreliable and rejecting perceived less available support from family and friends,
which, in turn, predicted greater depressive symptoms. This research suggests that perceptions
of social support mediate the relation between a fearful-relational attachment style and
depression in adolescents.
Although gender effects were not directly tested in the models, regression analyses 
revealed that secure and preoccupied attachment styles were significant predictors of depression 
for females, while fearful attachment and perceived peer support were significant predictors for 
males.
The results in this chapter are discussed according to each of the study’s five hypotheses 
concerning relations in the hypothesized model.
4.1. Life Stress and the Other Model Variables
The first hypothesis stated that life stress would predict greater insecure attachment 
(particularly the preoccupied style), less social support, and greater ^pressive symptoms. As 
expected, the modeling analyses revealed that life stress predicted greater insecure attachment 
(preoccupied and fearful). Conceptually, life stress was expected to predict greater preoccupied 
attachment, because preoccupied attachment is based on a negative model of self and a positive 
model of other. The preoccupied insecure attachment style is typified by the belief that others 
could respond if they were willing. Preoccupied individuals often come to view others as 
neglectful and/or unresponsive, because their high intimacy needs are not met. Thus, the results 
from this study suggest that adolescents with high life stress were more likely to have lower self­
esteem and high unmet intimacy needs. This is consistent with the finding that the preoccupied 
attachment style is accompanied by high levels of helplessness, frustration, symptomatology, and 
stress due to preoccupied individuals’ over-reliance on others for acceptance and well-being 
(Kobaketal., 1991).
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The finding in this study that life stress was an eqv«UY good predictor of fearful
attachment suggests that high levels of life stress also ’-.t x  associated with adolescents with 
lower self-esteem and a distrust of others. Life stress as a predictor of dismissing attachment 
could not be examined directly in the modeling analyses due to the poor fit of the dismissing 
attachment model to the data. Other researchers using a three-group typology of attachment 
similarly have reported significant positive associations between stress and preoccupied (i.e., 
ambivalent) and fearfi.il (i.e., avoidant) attachment styles (e.g., Armsden & Greenberg, 1987; 
Mikulincer et al., 1993).
Kemp and Neimeyer’s research (1999) is one of a few studies to use Bartholomew’s 
four-factor attachment model, but with college students. They found relatively similar results 
compared with the present study, and they also noted that dismissing attachment was not 
significantly correlated with stress and psychological symptoms. Conceptually, their finding 
might be explained by the fact that the dismissing attachment prototype is based on a positive 
model of self and a negative model of others. Dismissing individuals might attempt to protect 
themselves from distress by avoiding close relations and emotionally distancing themselves from 
others (Bartholomew & Horowitz, 1991). Taken together, the above findings highlight that life 
stress tends to be most strongly associated with adolescents who are fearful or preoccupied in 
their relationships, and it calls into question the relevance of the dismissing attachment prototype 
to stress and symptomatology in adolescents.
As expected, structural equation analyses revealed that life stress predicted less 
perceived social support (parent and peer), but only in the preoccupied attachment model. The 
negative association between life stress and social support has been reported by others (Thoits, 
1995; Unger et al., 1998). This research extends previous research by examining these relations 
using modeling analyses and a unifying attachment framework. Thus, within a preoccupied 
attachment framework, these results suggest that adolescents with more life stress and who were 
preoccupied in their relationships perceived less available support from family and friends.
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Received support, on the other hand, did not have the expected relation to life stress.
Specifically, life stress predicted greater received social support in both the fearful and
preoccupied attachment models. The path was marginally stronger in the preoccupied model.
Thus, adolescents with high life stress and who were preoccupied or fearful-avoidant in their
relationships reported receiving more social support. Increased life stress may serve as a trigger
for people in their network to provide these individuals with support, possibly because they are
unable to cope. A few studies of received support (primarily using the Inventory of Socially
Supportive Behaviours; ISSB; Barrera et al., 1981) have reported positive associations between
life stress and received support (Barrera, 1981; Sandler & Barrera, 1984). Barrera (1981) has
suggested that received support measures might serve as a “barometer” of the amount of stress
that individuals are experiencing, such that those who report the most undesirable events also
appear to receive the most help. There is some evidence in this study to support this (i.e., the
significant path between life stress and received support). Overall, the differential effects found
in this study of perceived and received social support in relation to life stress underscore the
multidimensionality of the social support construct and the importance of researchers continuing
to assess the social support construct in this manner.
As expected, life stress predicted greater depressive symptoms in all three models 
(preoccupied, fearful, and secure). This finding was consistent across gender in the regression 
analyses (p < .001) and with previous research (Bell et al., 1982; Dumont & Provost, 1999; 
Wenz-Goss et al., 1997). It also fits with the finding in this study that life stress predicts greater 
insecure attachment (fearful and preoccupied) which, in turn, leads to greater depressive 
symptoms (for fearful-avoidant adolescents). This suggests multiple pathways to depressive 
symptoms in adolescents, and it underscores the utility of an integrated, multidimensional 
approach for understanding adolescent depression.
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4.2. Attachment Style and the Other Model Variables
Second, it was hypothesized that secure attachment would predict greater social support, 
particularly perceived support, and fewer depressive symptoms. In contrast, insecure 
attachment styles (particularly fearful and dismissing attachment) would predict less social 
support. Insecure attachment styles (particularly fearful and preoccupied) also would predict 
more depressive symptoms. As predicted, the modeling analyses revealed that secure attachment 
predicted greater perceived parent and peer support, while fearful and preoccupied attachment 
predicted less perceived support. The results suggest that adolescents with higher self-esteem 
and a positive view of others perceived more available support from family and friends. This is 
consistent with the secure attachment prototype, which is based on a positive model of self and 
others and is typified by the belief that others will be accepting and responsive and are effective 
sources of comfort and support (Bartholomew & Horowitz, 1991; Moreira et al., 2003). As well, 
this underscores the importance of feelings of trust and safety to the secure attachment prototype. 
Using a three-group typology, other researchers in the area have noted a relation between secure 
attachment and greater support-seeking behaviour among college students (e.g., Armsden & 
Greenberg, 1987; Greenberger & McLaughlin, 1998; Kobak & Sceery, 1988; Mikulincer et al., 
1993).
In contrast, structural equation analyses revealed that adolescents who were more fearful 
or preoccupied in their relationships perceived less available support from family and friends. 
This was especially true for the fearfully-avoidant adolescents, as evidenced by the stronger path 
in the model. This suggests that pessimistic beliefs and expectations about the availability of 
support tend to be common to both fearful and preoccupied individuals, but they particularly are 
significant for fearful individuals. Conceptually, this finding fits with the fearful attachment 
prototype which, in contrast to the preoccupied prototype, is based on a negative model of others 
(i.e., others are consistently viewed as unreliable and untrustworthy). The link between fearful 
and preoccupied attachment and lower perceived support is consistent with other research (e.g.,
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Ognibene & Collins, 1998).
Due to the poor fit of the dismissing attachment model to the data, no conclusions can be 
made concerning the path between dismissing attachment and perceived support. However, 
correlational analyses (see Table 3.12, p. 79) did not provide evidence for a strong relation 
between dismissing attachment and perceived available support from family and friends. 
Ognibene and Collins (1998) noted a similar result.
Overall, the results of the present study highlight the significant links between attachment 
style (in this case preoccupied, fearful, and secure attachment) and perceived parent and peer 
support. This research extends previous work by using an adolescent sample (versus a college 
sample) and by examining these variables using a unifying attachment framework.
Structural equation analyses also revealed that attachment style (i.e., fearful) predicted 
received support. Correlational analyses (see Table 3.12, p. 79) helped to clarify this finding. 
More specifically, correlational results revealed that fearful attachment was associated with less 
esteem enhancement support, distraction support, and/or instrumental support. This finding, 
which supports the multidimensionality of the received support construct, is consistent with 
attachment theory and with the notion that fearful individuals do not expect others to be an 
effective source of support when needed. This socially-avoidant or fearful interpersonal style is 
reinforced by these individuals’ hesitation to access support from potential available resources in 
times of stress.
The modeling analyses did not reveal a significant (negative) path between secure 
attachment and depressive symptoms, not as predicted. However, the secure attachment model 
was a relatively poor fit to the data. Moreover, low levels of secure attachment were found to be 
a significant predictor of depression in the regression analyses, providing some support for this 
hypothesis and for the direct effect of secure attachment on psychological health and well-being 
in adolescents. Regression analyses also revealed that low levels of secure attachment tended to 
be a better predictor of depression for females than males (p < .001 versus p  > .05). It is
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important to note that the depression measures used in this study have been found to be valid
indicators of depressive symptomatology for both male and females (Marton et al., 1991; Santor
et al., 1994). Thus, the gender differences in depression found in this study do not appear to be
an artifact of the depression measures used. Several possible explanations could be advanced for
this gender difference. For instance, variations in socialization or parenting practices for males
and females might place females at increased risk for developing internalizing problems,
particularly when they experience less support and warmth from others (Scaramella et al., 1999).
As expected, the modeling analyses revealed that insecure attachment (i.e., fearful) 
predicted depression. Thus, adolescents with lower self-esteem and a distrust of others reported 
more depression. Although the modeling analyses did not reveal a significant path between 
preoccupied attachment and depression, it was a significant predictor of depression in the 
regression analyses (p < .01). Kemp and Neimeyer (1999), using Bartholomew’s four-factor 
model with a sample of young adults, similarly found preoccupied and fearful attachment styles 
to be associated with greater psychological distress. This study extends their research by using 
modeling analyses to examine relations among these variables. The significant associations 
found in this study between fearful and preoccupied attachment styles and depression might be 
due to the low self-worth and negative expectations about others which tend to be characteristic 
of these insecure attachment styles; these characteristics, in turn, have been linked closely to 
depression (Kobak et al., 1991; Moreira et al., 2003). In particular, individuals who are 
preoccupied in their relationships might use ruminative strategies which are predictive of 
depression (Nolen-Hoeksema & Morrow, 1993). In addition, regression analyses in the present 
study found that preoccupied attachment tended to be a more significant predictor of depression 
for females than males (p < .01 versus p  > .05). Females might be particularly prone to a 
preoccupied style which might similarly render them more vulnerable to depression (Kobak et 
al., 1991; Nolen-Hoeksema & Girgus, 1994).
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Consistent with prior research and attachment theory (Bartholomew & Horowitz, 1991;
Kemp & Neimeyer, 1999; Kobak et al., 1999), few significant relations were found in this study
between dismissing attachment and the other variables of interest. This finding distinguished
dismissing attachment from the three other attachment styles (i.e., secure, fearful, and
preoccupied). As well, the dismissing attachment model was a poor fit to the data, suggesting
that the dismissing attachment prototype might be a less relevant construct to adolescent
depression compared with the three other attachment styles. Conceptually, these findings might
be explained by the fact that the dismissing attachment prototype is founded on a positive model
of self and a negative model of others. According to Bartholomew’s model (Bartholomew &
Horowitz, 1991), people who score high on the dismissing prototype tend to view others as
untrustworthy and inaccessible, and, yet, they have a positive view of themselves and maintain a
sense of independence and invulnerability. Dismissing individuals might protect themselves
from disappointment and psychological distress by avoiding close relations and emotionally
distancing themselves from others. Alternatively, there is some research to suggest that
individuals who identify themselves as “dismissing” using Bartholomew’s model tend to identify
themselves as “secure” or avoidant” using Hazan and Shaver’s (1987) three-group attachment
model (Brennan et al., 1991). Previous research has demonstrated that secure and avoidant
individuals significantly differ in their coping, as well as their overall level of stress and
symptomatology (e.g., Mikulincer et al., 1993; Ognibene & Collins, 1998). Thus, the dismissing
attachment prototype used in this study might be capturing two different attachment patterns
associated with varied psychosocial factors and predictors of depression.
The finding in this study that dismissing attachment was only weakly related with the 
other model variables has implications for the four-factor model of attachment. It suggests that 
Hazan and Shaver’s three-factor model (1987) with secure, anxious-ambivalent (i.e., 
preoccupied), and avoidant (i.e., fearful) attachment styles might be a more useful or relevant 
attachment framework for examining mediators of adolescent depression. However, although
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dismissing attachment had somewhat weaker relations to the other model variables, some
evidence was found in the correlation matrix in Table 3.12 (see p. 79) for the dismissing and
fearful avoidants having somewhat distinct levels of stress, social support, and symptomatology.
Further research is needed in this area to clarify the relevance of the dismissing and fearful
avoidant attachment styles to adolescent depression.
Overall, there is some evidence that the different attachment prototypes exhibited distinct 
patterns of coping (e.g., support-seeking), adjustment, and well-being among adolescents, which 
supports the use of an integrated, multidimensional framework for examining these constructs. 
This is particularly true for the secure, preoccupied, and fearful attachment styles, as noted 
above. Previous studies in the area primarily have been conducted with young adults or clinical 
adolescents, or have used a three-factor attachment model (e.g., Armsden & Greenberg, 1987; 
Kobak et al., 1991; Mikulincer et al., 1993; West et al., 1999). As well, many of the studies 
have been correlational. This research provides some evidence for the generalizability of the 
results to nonclinical adolescents.
4.3. Clinical/Applied Implications of Attachment Theory
The established associations found in this study between certain insecure attachment 
styles (in this case fearful and preoccupied attachment) and depression highlight the clinical 
importance of assessing an adolescent’s attachment style for treating depression and lend support 
for the role of attachment theory in therapeutic intervention. Specifically, an evaluation of an 
adolescent’s attachment style might help a clinician in defining intervention goals for depressed 
adolescents. Following Bartholomew’s model (Bartholomew & Horowitz, 1991), fearful 
adolescents have a sense of unworthiness or unlovability combined with an expectation that 
others will be untrustworthy and rejecting. Although fearful individuals have some desire for 
closeness and intimacy, they tend to avoid close relationships to protect themselves from 
possible rejection. Following the recommendations by Lessard and Moretti (1998), for fearfully- 
attached adolescents, a critical focus of intervention might be placed on their fears of rejection
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in close relationships. Fearful individuals likely will experience considerable anxiety in
relationships, and they will distrust other’s capacity for warmth and nurturance. These
individuals will likely be hesitant to self-disclose, and they will have difficulty placing trust in
the treating professional due to their more general problems with trust in close relationships. The
development of a strong therapeutic alliance will help to promote feelings of hopefulness and
security in fearful adolescents rnd will help these adolescents to view others as reliable sources
of comfort and support. Through the clinician’s interest and concern in the fearful adolescent’s
feelings of hopelessness and sadness, the clinician can model healthy approach-seeking rather
than avoidant-coping strategies.
In contrast, preoccupied adolescents likely will have a sense of unworthiness or 
unlovability combined with a positive evaluation of others. This will lead the individual to strive 
for self-acceptance by gaining the acceptance of valued others. Preoccupied adolescents likely 
will vacillate between seeking help and withdrawing, and they will tend to idealize others 
(including the treating professional) and engage in self-deprecation. For these adolescents, the 
focus of intervention might be better placed on their tendency to idealize and inappropriately 
seek out others for support. The primary goal of intervention might be on helping them to 
develop more adaptive strategies for having their emotional needs met in order that they do not 
feel so dismissed, rejected, and ambivalent; these might include helping these adolescents to 
identify and access reliable support providers, to modulate affect, and to develop internal coping 
resources. Part of this process also might involve the clinician teaching and modeling 
appropriate boundaries to these adolescents via the therapeutic relationship. In addition, for 
preoccupied adolescents, exploring their feelings of anger and disappointment towards certain 
others and teaching them skills to manage their anger and frustration might be of particular value 
for them. Also, it might be beneficial to examine their idealized expectations of other’s 
responses to their distress and clarify any misconceptions regarding them.
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The relation between dismissing attachment and depression found in this study tended to 
be weaker compared with the other insecure attachment styles. However, the dismissing 
insecure attachment style can be of some value in helping to inform clinicians working with 
adolescents with dismissing attachment, since these adolescents also come to the attention of 
clinicians (Horowitz et al., 1993). Due to their dismissing-avoidant approach towards 
relationships, these individuals likely would come to the attention of clinicians because their 
families or significant others are distressed by their interpersonal style, rather than due to their 
own subjectively felt distress. Howeve:, in this study, these adolescents did tend to report 
greater life stress, which might be suggestive of some moderate subjectively felt distress. 
Dismissing adolescents likely will have a sense of love-worthiness combined with a negative 
evaluation of others. They negate their attachment needs and protect themselves against 
anticipated rejection or disappointment by passively avoiding close relationships; these 
individuals maintain a sense of independence and invulnerability at the expense of intimacy.
They consider relationships with others as being relatively unimportant. These adolescents 
likely will view others (including the treating professional) negatively, with some distrust. They 
likely will be somewhat defensive and reluctant to discuss personal problems, and they might be 
at higher risk for early termination from therapy. The development of trust in the therapeutic 
relationship is a central task with these adolescents. Difficulties in their social support network 
might give special significance to the therapeutic relationship. Exploring these adolescents’ 
negative views of others, expanding their coping repertoire, and teaching them interpersonal 
skills will be of particular importance for these adolescents. Dismissing adolescents can be 
particularly difficult to treat because of the kinds of interpersonal problems they report, often 
involving hostility and coldness (Horowitz et al., 1993). In addition, their relatively lower levels 
of symptomatology found in this study are an additional negative treatment indicator.
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4.4. Social Support and Depression
Third, it was hypothesized that social support would predict fewer depressive symptoms. 
Specifically, perceived support (particularly perceived parent support) and certain types of 
received support (particularly network support) would predict fewer depressive symptoms. As 
expected, lower levels of perceived parent and peer support predicted greater depressive 
symptoms for fearful and preoccupied individuals. The path in the model between perceived 
support and depression was slightly stronger for the preoccupied individuals. This path was not 
significant in the secure model, and it could not be tested in the dismissing model due to poor 
model fit. Thus, within an insecure attachment framework (preoccupied and fearful), adolescents 
who perceived less available support from family and friends and who were preoccupied or, to a 
lesser extent, fearful-avoidant in their relationships, reported more depression. The finding that 
individuals who perceived less available support reported greater symptomatology is consistent 
with previous research (e.g., Bell et al., 1982; Compas et al., 1986; Unger et al., 1998). The 
finding that preoccupied and fearful individuals perceived less available support from friends and 
family also was reported by Ognibene and Collins (1998), but with college students. In addition, 
prior studies did not use a unifying attachment framework and structural equation modeling to 
examine these variables.
Additionally, regression analyses in the present study helped to clarify the relative 
significance of perceived parent and peer support to depression. Perceived parent support in this 
study was a more consistent predictor of depression than perceived peer support. Consistent with 
this, Procidano (1992), using the same perceived support measure (i.e., the PSS), also noted that 
perceived parent support was more inversely related to psychological distress than perceived 
peer support. In addition, in this study, because attachment style was entered on an earlier step 
in the hierarchical regression analyses than perceived support, it is possible that perceived peer 
support has greater shared variance with secure attachment than perceived parent support.
Gender differences in perceived parent and peer support and depression also were explored. In
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contrast with perceived parent support which equally was a good predictor of depression in
males and females, perceived peer support was a better predictor of depressive symptoms in
males than females (p < .001 versus p  > .05). Perceived available support from friends appears
to have a greater significance to adolescent males’ adjustment and well-being. This extends the
work of other research in the area which has found that females tend to be more likely to turn to
their peers for support (Schonert-Reichl & Muller, 1996; Seiffge-Krenke, 1995).
The modeling analyses in this study did not reveal a significant path between received 
support and depression in all three models (preoccupied, fearful, and secure). Thus, within both 
a secure and insecure attachment framework, received support did not predict depression. 
Consistent with this, the two components of received support were not significant predictors of 
depression in the regression analyses. When the different subscales of received support were 
assessed separately in the correlational analyses (see Table 3.12, p. 79), esteem enhancement and 
network support were correlated with fewer depressive symptoms, while substance use, 
distraction support, and receiving no support were correlated with greater depressive symptoms. 
Substance use support also was correlated positively with receiving no support, suggesting that 
adolescents who reported receiving more substance use support received significantly less of the 
more adaptive types of support in times of stress, increasing their vulnerability to psychological 
distress. Taken together, this provides some evidence for considering certain types of received 
support (i.e., network and esteem enhancement) as being more adaptive types of support, and it 
underscores the positive implications of social activities and exchanges for health and well­
being. Other studies using different social support measures with college students or adults (e.g., 
Barnett & Gotlib, 1988; Cutrona et al., 1984; Cohen & Wills, 1985; Finch et al., 1997) similarly 
have noted the benefits of social integration to health and well-being. This suggests that this 
finding is reliable and at least somewhat generalizable to adolescents and across received support 
measures.
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Overall, the above findings provide some evidence for the multidimensionality of the
social support construct, and it underscores the importance of promoting certain types of support
(e.g., social integration, esteem enhancement, and perceived parent support) in intervention
programs for depressed adolescents. This is particularly important since the most distressed
adolescents might be the least likely to seek out or use adaptive support-seeking strategies in
times of stress (Choquet & Menke, 1989; Dubow et al., 1990; Naginey et al., 1990; Seiffge-
Krenke, 1989; Windle et al., 1991). In terms of perceived support, interventions can be aimed at
influencing changes in these adolescents’ mood and attitude towards the quality of the
relationships in their support network (Procidano & Heller, 1983). Targeting their perceptions of
their relationship with their parents might be particularly beneficial, and, for males, their
perceptions of their relationships with their friends. The present study extends the above
research by suggesting that preoccupied and fearful adolescents might be at particular risk for
psychological difficulties and distress due to their negative beliefs about their need for support
being fulfilled from family and friends.
4.5. Perceived and Received Social Support
Fourth, it was hypothesized that perceived support would predict received support.
Strong support was found for this hypothesis. As expected, perceived support predicted 
received support in the secure, preoccupied, and fearful attachment models. Thus, within both a 
secure and insecure attachment framework, adolescents’ perceptions about the availability of 
support from family and friends directly and positively influenced the amount of support they 
reported receiving in times of stress. Correlational analyses demonstrated that perceived support 
was differentially related to received support, supporting a multidimensional conceptualization 
of the social support construct and highlighting that future researchers should continue to assess 
the social support construct in this manner.
The positive path in the models between perceived support (parent and peer) and received 
support provides some evidence of a direct, positive association between the perceived
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availability of social support from family and friends and help-seeking behaviours, for both
secure and insecure adolescents. As suggested by researchers in the help-seeking literature (e.g.,
Larose et al., 1999; Tata & Leong, 1994), one’s network orientation (i.e., one’s expectations,
attitudes and beliefs about the desirability and effectiveness of seeking help) appears to directly
influence and affect actual help-seeking behaviour. This research extends previous work in the
area (e.g., Larose et al., 1999; Ognibene & Collins, 1998; Rickwood & Braithwaite, 1994; West
et al., 1999) by examining these associations using an integrated, multidimensional framework
and by demonstrating how attachment style can affect this relationship. Also, this research
extends previous work by using an adolescent sample (versus college or young adult sample) and
by examining how perceived support might differentially be related to received support using the
Perceived Social Support Scale (PSS; Procidano & Heller, 1983) and Social Support Functions
Inventory (SSFI; Munsch & Blyth, 1993). The size and direction of the correlations between
perceived and received support (i.e., r*s from .12 to .37) suggest that these constructs are
significantly and positively related, and they share common traits. They also, however, have
distinctive characteristics, providing some evidence of both convergent and divergent validity.
This generally is supported by the literature (Barrera, 1988; Sarason et al., 1991; Wethington &
Kessler, 1986).
4.6. Social Support as a Mediator of Attachment and Depression
The mediation hypothesis was tested using structural equation modeling. As predicted, 
perceived support mediated the significant relation between attachment style and depression for 
fearfully attached adolescents. This finding suggests that adolescents with lower self-esteem and 
a distrust of others perceived less available support from family and friends, which, in turn, led 
to greater depressive symptoms. This finding helps to explain the fearful attachment style- 
depression link and suggests that fearful adolescents might be at risk for depression because they 
perceive less available support from their support network, namely, their family and friends. The 
mediation hypothesis could not be tested with secure or preoccupied adolescents, because the
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link between their attachment style and depressive symptoms was not significant before testing
for the mediated effect, which is a necessary condition (Holmbeck, 19S7). What is common to
all these adolescents, however, is that their attachment style predicted or influenced their
perceptions of social support from family and friends.
Conceptually, the finding that perceived support mediates the relation between fearful
attachment and depression fits with attachment theory. According to attachment theory, fearful
individuals tend to view others as rejecting and inaccessible; they are more likely to avoid close
relations due to their distrust of others and fears of rejection, even though they desire social
contact. Related to this, prior research suggests that an insecure attachment style negatively
influences an individual’s perceptions of social support (e.g., Ognibene & Collins, 1998). The
present research study extends this finding by suggesting that it is one’s perceptions of social
support which increases the risk of depression.
It is noteworthy that perceived support was a slightly better mediator of the attachment
style-depression link than the stress-depression link, which also was tested using SEM. This is
not surprising given the strong paths between fearful attachment and perceived support, fearful
attachment and depression, and perceived support and depression. This provides further
evidence for the importance of attachment style and perceived social support in understanding
the mechanisms of adolescent depression.
This research expands on the literature, because few studies have examined social support
as a mediator by which attachment style is linked to depression. Overall, this research suggests
that perceived support might be an explanatory mechanism by which a fearful-avoidant relational
style is associated with depression in adolescents. This finding needs further examination and
validation in future research across a variety of samples.
4.7. Summary of the Major Findings and Sociodemographic Effects
Structural equation analyses provided support for the hypothesized model for
preoccupied and fearful individuals. Within a fearful and preoccupied attachment framework,
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the following conclusions can be made: Adolescents who reported more life stress had lower
self-esteem and were more distrustful (i.e., fearful) or preoccupied in their relationships.
Adolescents who reported more life stress also reported greater received support and greater
depression. Adolescents who perceived more available support from family and friends reported
receiving more social support and were less depressed. Adolescents with lower self-esteem and
a distrust of others perceived less available support from family and friends, and they reported
more depression. However, these adolescents also reported receiving more social support.
Adolescents with lower self-esteem and a distrust of others reported more depression because of
their negative perceptions of social support from family and friends. Individuals with lower
self-esteem and an excessive preoccupation in their relationships perceived less available support
from family and friends.
Although gender effects were not directly tested in the models, regression analyses 
revealed that secure and preoccupied attachment styles were significant predictors of depression 
for females, while fearful attachment and perceived peer support were significant predictors for 
males. These could be important clinical markers for practitioners working with adolescents.
Regression analyses helped to clarify some of the paths in the overall model. Regression 
analyses revealed that perceived parent support was a more consistent predictor of depression, 
Correlational analyses revealed that certain types of received support were associated with 
greater depressive symptoms, including substance use, distraction, and receiving no support. In 
contrast, esteem enhancement and social integration were associated with less depression. This 
highlights the clinical importance of assessing social support for treating depression in 
adolescents. Also, secure, fearful, and preoccupied attachments, but not dismissing attachment, 
were significant predictors of depression in adolescents.
Some additional gender, age, and SES effects across the major variables were found. 
Females tended to report fewer dismissing attachments (14-year-olds only), greater perceived 
peer support, and greater received support (i.e., problem solving, esteem enhancement,
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distraction, cognitive reappraisal, emotional, and network support) compared with males.
However, females also reported greater life stress and greater depressive symptoms than males.
A possible explanation for this finding is that females are more likely to use ruminative styles of
coping with stress, and these styles generally have been found to be predictive of greater
symptomatology and depression (Nolen-Hoeksema & Morrow, 1993; Nolen-Hoeksema &
Girgus, 1994).
It is noteworthy that fewer age effects were found in this study than predicted.
Adolescents did not report greater depression across age. It also is worth noting, however, that 
although there is a general trend in the literature for increasing rates of depression across 
adolescence, not all studies have noted this effect (e.g., Rutter & Smith, 1995). Also, although a 
direct positive relation was not found in this study between age and depressive symptoms, some 
evidence was found that middle to late adolescents reported more problems and greater distress 
than younger adolescents, consistent with other research (e.g., Petersen et al., 1988; Scaramella 
et al., 1999). For example, older adolescents reported greater life stress, greater substance use 
support, and greater fearful and dismissing attachments compared with younger adolescents. 
Their insecure attachment styles might have negatively influenced their propensity to seek and 
receive more adaptive types of support. Thus, consistent with the literature, there is some 
evidence that distress levels generally increased across adolescence. However, compared with 
gender, age appears to be a less predictable or specific risk factor for adolescent depression.
Few significant SES effects were found. More specifically, SES was not found to be 
positively correlated with depressive symptoms or life stress, not as predicted. However, not all 
studies in the adolescent literature have noted a positive correlation between SES and depression 
(Costello et al., 1988; Kandel & Davies, 1982; Whitaker et al., 1990). In fact, a study by Bemey 
and colleagues (1991) indicated that depressed adolescents come from higher SES. There are 
several possible explanations to explain the inconsistencies in the literature regarding the relation 
between SES and depression. First, socioeconomic status has been measured in various ways
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across studies (Hammen & Rudolph, 1996). This is further complicated by the fact that social
disadvantage conferred by low SES might consist of not only low income and restricted parental
education but also chronic stress, family disruption, racial discrimination, blocked access to
opportunities, and greater exposure to environmental adversities (Hammen & Rudolph, 1996).
Thus, SES is a complex variable, and it appears to be a less predictable or specific risk factor for
adolescent depression. SES, however, was found to influence some of the major variables in this
study, SES was positively correlated with secure attachment (from the RQ only) and network
support and negatively correlated with dismissing attachment (from the RQ only) and receiving
no support. This suggests that adolescents of higher SES tend to have higher self-esteem
combined with more positive views of others, and they seek more adaptive, social integration
types of support in times of stress compared with adolescents of lower SES. This is consistent
with other studies (e.g., Evans, 1998; Van Ijzendoom & Bakermans-Kranenburg, 1996; Turner,
1999) which have demonstrated that SES affects the availability of social support, as well as the
security of one’s attachment relationships.
Taken together, the findings in this study concerning sociodemographic factors, 
particularly gender, suggest that there are some distinct outcomes and predictors of 
psychological well-being for male and female adolescents. This study also has important clinical 
implications for working with insecurely attached or distressed youth, highlighting the usefulness 
of attachment theory for understanding and promoting adolescent health and well-being.
4.7. Limitations
Limitations of this study should be noted. First, this study used a cross-sectional, 
correlational design. The correlational design precludes firm conclusions about the causal 
relations among the model variables (i.e., life stress, attachment style, perceived and received 
support, and depression). Prospective studies are needed to clarify the causal mechanisms 
underlying the associations between model variables. As well, with the use of a cross-sectional 
design, it is not possible to disentangle developmental changes from cohort effects. Despite the
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relatively few age effects found in the present study, future studies might want to use a
sequential design so that if age effects are found, it can be stated with some degree of certainty
that they were due to changes in development.
An additional limitation concerns its exclusive reliance on a single method (i.e., self- 
report measures) to assess each construct. The exclusive reliance on a single method in a study 
can produce overestimates of the observed associations between these constructs, because they 
share the same method variance, leading to unwanted method bias (e.g., the tendency to respond 
in a socially desirable fashion or the willingness to report negative self-characteristics). One way 
to reduce the influence of same method variance is through the use of multimethod designs in 
which qualitatively different methods are used to assess the variables of interest (e.g., 
behavioural observations; parent reports; peer nominations; teacher ratings) (Cole et al., 1997; 
Sheeber et al., 1997). This is an avenue for future research in the area.
A third limitation of this study was the relatively small number of males in the sample 
(n = 138) relative to females (n = 313). The low participation rates of males in this study 
compared to females are typical of that found in other research and are generally thought to be 
influenced by males being less willing to give up their time (i.e., school period) to participate in 
research, as well as the use of active consent procedures (Cooper et al., 1998; Pokomy et al.,
2001; Sheeber et al., 1997; Waschbusch et al., 2003). Due to the smaller number of males in this 
sample, it was not possible to examine gender differences in the full hypothesized model using 
SEM. Gender differences were analysed using hierarchical regression analyses. As well, due to 
the relatively small number of males in this sample, it is unclear to what extent the findings can 
be generalized from this sample to male adolescents.
An additional limitation to the generalizability of the results of this study is that the 
participants all were recruited from schools in the Windsor-Essex Catholic District School Board 
(WECDSB). It is unclear to what extent the findings can be generalized from this sample to 
other adolescents (e.g., adolescents in Public schools). However, the obtained mean scores on
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the variables measured were comparable to those from other samples (e.g., Reynolds, 1992,
1994; Sheeber et al., 1997). In addition, other research in the area with adolescent samples from
Catholic schools have found their results to be generalizable to larger samples (e.g., Crocker &
Hakim-Larson, 1997).
While this study provides useful information about mediators and predictors of 
depression in nonclinical adolescents, it remains for further research to evaluate whether these 
findings will generalize to clinical populations. In particular, it would be important to determine 
whether these findings would be replicated with a more severely depressed sample of 
adolescents.
Despite these limitations, this study provides useful information about mediators and 
predictors of depression in adolescents, and it demonstrates the relevance of using an integrated, 
multidimensional framework for understanding the role of attachment style and social support in 
adolescent depression. In using structural equation analyses, this research confirmed the 
mediational role of perceived social support in the fearful attachment-depression link, 
elaborating our understanding of this significant relation.
Adolescent Depression 133
REFERENCES
Adams, J., & Adams, M. (1996). The association among negative life events, perceived problem 
solving alternatives, depression, and suicidal ideation in adolescent psychiatric patients. 
Journal o f Child Psychology and Psychiatry, 37, 715-720.
Adlaf, E., & Paglia, A. (1999). Mental health in youth in Ontario: A good nevs^ad news
scenario. The Mental Health and Well-Being o f Ontario Report. Centre for Addiction 
and Mental Health (CAMH).
Ainsworth, M. D. S., Blehar, M., Waters, E., & Wall, S. (1978). Patterns o f  attachment: A 
psychological study o f the strange situation. Hillsdale, NJ: Erlbaum.
Allen, J. P., & Land, D. (1999). Attachment in adolescence. In J. Cassidy & P. R. Shaver (Eds.), 
Handbook o f attachment: Theory, research, and clinical applications (pp. 434-465).
New York, NY: The Guilford Press.
Allen, J. P., McElhaney, K. B., Land, D. J., Kupermine, G. P., Moore, C. W., O’Beime-Keppy, 
H., & Kilmer, S. L. (2003). A secure base in adolescence: Markers of attachment 
security in the mother-adolescent relationship. Child Development, 74, 292-307.
Allen, J. P., Moore, C. M., Kupermine, G. P., & Bell., K. L. (1998). Attachment and adolescent 
psychosocial functioning. Child Development, 69, 1406-1419.
Allgood-Merten, B., Lewinsohn, P. M., & Hops, H. (1990). Sex differences and adolescent 
depression. Journal o f Abnormal Psychology, 99, 55-63.
Andrews, J. A., Lewinsohn, P. M., Hops, H., & Roberts, R. E. (1993). Psychometric properties 
of scales for the measurement of psychosocial variables associated with depression in 
adolescence. Psychological Reports, 73, 1019-1046.
Adolescent Depression 134
Armsden, G. C., & Greenberg, M. T. (1987). The inventory of parent and peer attachment:
Individual differences and their relationship to psychological well-being in adolescence. 
Journal o f Youth and Adolescence, 16, 427-454.
Armsden, G. C., McCauley, E., Greenberg, M. T., Burke, P., & Mitchell. J. (1990). Parent and 
peer attachment in early adolescent depression. Journal o f Youth and Adolescence, 12, 
373-386.
Avison, W. R., & McAlpine, D. D. (1992). Gender differences in symptoms of depression 
among adolescents. Journal o f  Health and Social Behaviour, 33, 77-96.
Barnett, P. A., & Gotlib, I. H. (1988). Psychosocial functioning and depression: Distinguishing 
among antecedents, concomitants, and consequences. Psychological Bulletin, 104,97- 
126.
Baron, R. M., & Kenny, D. A. (1986). The moderator-mediator variable distinction in social
psychological research: Conceptual, strategic, and statistical considerations. Journal o f 
Personality and Social Psychology, 51, 1173-1182.
Barrera, M., Jr. (1981). Social support in the adjustment of pregnant adolescents: Assessment 
issues. In B. H. Gottlieb (Ed.), Social networks and social support (pp. 69-96). Beverly 
Hills, CA: Sage.
Barrera, M., Jr., Sandler, I. N., & Ramsey, T. B. (1981). Preliminary development of a scale of 
social support: Studies on college students. American Journal o f  Community Psychology, 
9, 435-447.
Bartels, K. M., & Frazier, P. A. (1994). The relations among perceived social support, adult 
attachment, and well-being. Unpublished manuscript, University of Minnesota.
Adolescent Depression 135
Bartholomew, K., Cobb, R. J., & Poole, J. A. (1997). Adult attachment patterns and social
support processes. In G. R. Sarason, B. Lakey, I. G. Sarason, & B. R. Sarason (Eds.), 
Source book o f social support and personality (pp. 359-378). New York: Plenum Press.
Bartholomew, K., & Horowitz, L. (1991). Attachment styles among young adults: A test of a 
four category model. Journal o f Personality and Social Psychology, 61, 226-244.
Beck, A. T., Ward, C. H., Mendelson, M., Mock, J., & Erbaugh, J. (1961). An inventory for 
measuring depression. Archives o f General Psychiatry, 4, 561-571.
Beck, A. T., Steer, R. A., & Brown, G. K. (1996). Manual for the Beck Depression Inventory-II. 
San Antonia, TX: Psychological Corp.
Beck, A. T., Steer, R. A., & Garbin, M. G. (1988). Psychometric properties of the Beck
Depression Inventory: Twenty-five years of evaluation. Clinical Psychology Review, 8, 
77-100.
Becker-Stoll, F., & Fremmer-Bombik, E. (1997, April). Adolescent-mother interaction and
attachment: A longitudinal study. Paper presented at the biennial meeting of the Society 
for Research and Child Development, Washington, DC.
Bell, R. A., LeRoy, J. B., & Stephenson, J. B. (1982). Evaluating the mediating effects of social 
support upon life events and depressive symptoms. Journal o f Community Psychology, 
10, 325-340.
Bemey, T. P., Bhate, S. R., Kolvin, I., Famuyiwa, O. O., Barrett, M. L., Fundudis, T., & Tyrer, S. 
P. (1991). The context of childhood depression: The Newcastle childhood depression 
project. British Journal o f Psychiatry, 159 (suppl. 11), 28-35.
Bird, H. R., Gould, M. S., & Staghezza, B. (1992). Aggregating data from multiple informants 
in child psychiatry epidemiological research. Journal o f  the American Academy o f Child
Adolescent Depression 136
and Adolescent Psychiatry, 31, 78-85.
Blain, M. D., Thompson, J. M., & Whiffin, V. E. (1993). Attachment and perceived social
support in late adolescence: The interaction between working models of self and others. 
Journal o f Adolescent Research, 8, 226-241.
Blazer, D. G., Kessler, R. C., & McGonagle, K. A. (1994). The prevalence and distribution of 
major depression in a national community sample: The national comorbidity survey. 
American Journal o f  Psychiatry, 151, 979-986
Bowlby, J. (1969/1982). Attachment and loss: Attachment. New York: Basic Books.
Bowlby, J. (1973). Attachment and loss: Separation, anxiety and anger. New York: Basic 
Books.
Bowlby, J. (1980). Attachment and loss: Loss, sadness, and depression. New York: Basic
Books. Bowlby, J. (1988). A secure base: Parent-child attachment and healthy human 
development. New York: Basic Books.
Brennan, K. A., Shaver, P. R., & Tobey, A. E. (1991). Attachment styles, gender, and parental 
problem drinking. Journal o f Social and Personal Relationships, 8, 451-466.
Burbach, D. J., Farha, J. G., & Thorpe, J. S. (1986). Assessing depression in community samples 
of children using self-report inventories: Ethical considerations. Journal o f Abnormal 
Child Psychiatry, 14, 579-589.
Byrne, B. M. (2001). Structural equation modeling with Amos: Basic concepts, applications, 
and programming. New Jersey: Lawrence Erlbaum Associates, Inc.
Byrne, B. M., Baron, P., & Campbell, T. L. (1993). Measuring adolescent depression: Factorial 
validity and invariance of the Beck Depression Inventory across gender. Journal o f 
Research on Adolescence, 3, 127-143.
Adolescent Depression 137
Canals, J., Blade, J., Carbajo, G., & Domenech-Laberia, E. (2001). The Beck Depression
Inventory: Psychometric characteristics and usefulness in nonclinical adolescents. 
European Journal o f  Psychological Assessment, 17, 63-68.
Carver, C. S., Scheier, M. F., & Weintraub, J. K. (1989). Assessing coping strategies: a
theoretically based approach. Journal o f  Personality and Social Psychology, 56, 267- 
283.
Choquet, M., & Menke, H. (1989). Suicidal thoughts during early adolescence: Prevalence,
associated troubles, and help seeking behaviour. Acta Psychiatry Scandanavia, 81, 170- 
177.
Cohen, L. H., McGowan, J., Fooskas, S., & Rose, S. (1984). Positive life events and social
support and the relationship between life stress and psychological disorders. American 
Journal o f Community Psychology, 12, 564-587.
Cohen, S., & Hoberman, H. M. (1983). Positive events and social supports as buffers of life 
change stress. Journal o f Applied Social Psychology, 13, 99-125.
Cohen, S., Mermelstein, R., Kamarck, T., & Hoberman, E. M. (1985). Measuring the functional 
components of social support. In I. G. Sarason, & B. R. Sarason (Eds.), Social support: 
Theory, research, and applications (pp. 73-94). Dordrecht, Netherlands: Martinis 
Nijhoff.
Cohen, S., & Wills, T. A. (1985). Stress, social support and the buffering hypothesis. 
Psychological Bulletin, 98, 310-357.
Cole, D. A., Truglio, R., & Peeke, L. (1997). Relation between symptoms of anxiety and
depression in children: A multitrait-multimethod-multigroup assessment. Journal o f  
Consulting and Clinical Psychology, 65, 110-119.
Adolescent Depression 138
Collins, N. L., & Read, S. J. (1990). Adult attachment, working models, and relationship quality 
in dating couples. Journal o f Personality and Social Psychology, 58, 644-663.
Collins, N. L., & Feeney, B. C. (2000). A safe haven: An attachment theory perspective on 
support-seeking and caregiving in intimate relationships. Journal o f  Personality and 
Social Psychology, 78, 1053-1073.
Compas, B. E. (1987). Stress and life events during childhood and adolescence. Clinical 
Psychology Review, 7, 275-302.
Compas, B. E., Ey, S., & Grant, K. E. (1993). Taxonomy, assessment, and diagnosis of 
depression during adolescence. Psychological Bulletin, 114, 323-344.
Compas, B. E., Slavin, L. A., Wagner, B. M., & Vannatta, K. (1986). Relationship of life events 
and social support with psychological dysfunction among adolescents. Journal o f  Youth 
and Adolescence, 15, 205-221.
Cooper, M. L., Shaver, P. R., & Collins, N. L. (1998). Attachment styles, emotion regulation, 
and adjustment in adolescence. Journal o f Personality and Social Psychology, 74, 1380- 
1397.
Costello, E. J., Costello, A. J., Edelbrock, C., Bums, B. J., Dulcan, M. K., Brent, D., &
Janiszewski, S. (1988). Psychiatric disorders in pediatric primary care. Archives o f  
General Psychiatry, 45, 1107-1116.
Cotterell, J. L. (1992). The relation of attachments and support to adolescent well-being and 
school adjustment. Journal o f Adolescent Research, 7, 28-42.
Crocker, A. D., & Hakim-Larson, J. (1997). Predictors of pre-adolescent depression and suicidal 
ideation. Canadian Journal o f  Behavioural Science, 29, 76-82.
Adolescent Depression 139
Crowell, J. A., Fraley, R. C., & Shaver, P. R. (1999). Measurement of individual differences in 
adolescent and adult attachment. In J. Cassidy, & P. R. Shaver (Eds.), Handbook o f  
attachment: Theory, research, and clinical applications (pp. 434-465). New York: The 
Guilford Press.
Cutrona, C. E. (1984). Social support and stress in the transition to parenthood. Journal o f 
Abnormal Psychology, 93, 378-390.
Cutrona, C. E. (1986). Behavioural manifestations of social support: a micoanalytic 
investigation. Journal o f  Personality and Social Psychology, 51, 201-208.
Cutrona, C. E., & Russel, D. (1987). The provisions of social relationships and adaptation to
stress. In W. H. Jones, & D. Perlman (Eds.), Advances in personal relationships (Vol. I). 
Greenwich, CT: JAI Press.
Cutrona, C. E., & Russel, D. (1990). Type of social support and specific stress: Toward a theory 
of optimal matching. In B. R. Sarason, I. G. Sarason, & G. R. Pierce (Eds.), Social 
Support: An interactional view (pp. 319-365). New York: Wiley.
Davidson, S., & Manion, I. G. (1996). Facing the challenge: mental health and illness in 
Canadian youth. Psychology, Health, and Medicine, 1, 41-56.
Diener, E. (1984). Subjective well-being. Psychological Bulletin, 95, 542-575.
Dozois, D. J. A., Dobson, K. S., & Ahnberg, J. L. (1998). A psychometric evaluation of the 
Beck Depression Inventory-11. Psychological Assessment, 10, 83-89.
Dubow, E. F., Lovko, K. R., & Kausch, D. F. (1990). Demographic differences in adolescent 
health concerns and perceptions of helping agents. Journal o f Clinical Child Psychiatry, 
19, 44-54.
Adolescent Depression 140 
Dumont, M., & Provost, M. A. (1999). Resilience in adolescents: Protective role of social
support, coping strategies, self-esteem, and social activities on experience of stress and
depression. Journal o f Youth and Adolescence, 28, 343-363.
Duran, A., Turner, C. W., & Lund, D. A. (1989). Social support, perceived stress, and
depression following the death of a spouse in later life. In D. A. Lund (Ed.), Older
bereaved spouses: Research with practical applications (pp. 69-78). US.
Elicker, J., Englund, M., & Stroufe, L. A. (1992). Predicting peer competence and peer
relationships in childhood from early parent-child relationships. In R. Parke, & G. Ladd
(Eds.), Family-peer relations: Modes o f linkage (pp. 77-106). Hillsdale, NJ: Lawrence
Erlbaum.
Esbensen, F-A., Deschenes, E. P., Vogel., R. E., West, J., Arboit, K., & Harris, L. (1996). Active 
parental consent in school-based research. Evaluation Review, 20, 737-753.
Finch, J. F., Barrera, M., Okun, M. A., Bryant, W. H. M., Pool, G. J., & Snow-Turek, L. (1997). 
The factor structure of received social support: Dimensionality and the prediction of 
depression and life satisfaction. Journal o f  Social and Clinical Psychology, 16, 323-342. 
Fisher, J. D., Nadler, A., & Whitcher-Alagna, S. (1982). Recipient reactions to aid. 
Psychological Bulletin, 91, 27-54.
Folkman, S., & Lazarus, R. S. (1980). An analysis of coping in a middle-aged community 
sample. Journal o f Health and Social Behaviour, 21, 219-239.
Folkman, S., Lazarus, R. S., Dunkel-Schetter, C., DeLongis, A., & Gruen, R. J. (1986).
Dynamics of stressful encounter: Cognitive appraisal, coping, and encounter outcomes. 
Journal o f  Personality and Social Psychology, 50, 992-1003.
Adolescent Depression 141
Fraley, R. C., & Shaver, P. R. (1997). Adult attachment and the suppression of unwanted
thoughts. Journal o f Personality and Social Psychology, 73, 1080-1091.
Fraley, R. C., & Shaver, P. R. (1998). Airport separations: A naturalistic study of adult 
attachment dynamics of separating couples. Journal o f Personality and Social 
Psychology, 75, 1198-1212.
Furman, W., & Buhrmester, D, (1985). Children’s perceptions of the personal relationships in 
their social networks. Developmental Psychology, 21, 1016-1024.
Garland, A. F., & Zigler, E. F. (1994). Jsychological correlates of help-seeking attitudes among 
children and adolescents. American Journal of Orthopsychiatry. 64 .586-593.
Goodyer, I. M., Herbert, J., Tamplin, A., Secher, S. M., & Pearson, J. (1997). Short-term 
outcome of major depression: II. Life events, family dysfunction, and friendship 
difficulties as predictors of persistent disorders. Journal o f  the American Academy o f  
Child and Adolescent Psychiatry, 36, 474-480.
Gore, S., Aseltine, R. H., & Colton, M. E. (1992). Social structure, life stress, and depressive
symptoms in a high school-aged population. Journal o f Health and Social Behaviour, 33, 
97-113.
Greenberg, M. T., Siegel, J. M., & Leitch, C. L. (1983). The nature and importance of
attachment relationships to parents and peers during adolescence. Journal o f  Youth and 
Adolescence, 12, 373-386.
Greenberger, E., & McLaughlin, C. S. (1998). Attachment, coping, and explanatory style in late 
adolescence. Journal o f Youth and Adolescence, 27, 121-139.
Griffin, D., & Bartholomew, K. (1994). Models of the self and other: Fundamental dimensions 
underlying measures of adult attachment. Journal o f  Personality and Social Psychology,
Adolescent Depression 142
67, 430-445.
Grossman, K. E., & Grossman, K. (1991). Attachment quality as an organizer of emotional and 
behavioural responses in a longitudinal perspective. In C. M. Parkes, J. Stevenson- 
Hinde, & P. Marris (Eds.), Attachment across the life cycle (pp. 93-114). London:
T avistock/Routledge.
Grotevant, H. D., & Cooper, C. R. (1986). Individuation in family relationships: A perspective 
on individual differences in the development of identity and role-taking skills in 
adolescence. Human Development, 29, 82-100.
Halstead, M., Johnson, S. B., & Cunningham, W. (1993). Measuring coping in adolescence: An 
application of the ways of coping checklist. Journal o f Consulting and Clinical 
Psychology, 22, 337-344.
Hammen, C., & Rudolph, K. D. (1996). Childhood depression. In E. J. Mash, & R. A. Barkley 
(Eds.), Child psychopathology (pp. 153-195). New York: The Guilford Press.
Harrington, R., Fudge, H., Rutter, M., Pickles, A., &l Hill, J. (1990). Adult outcomes of
childhood and adolescent depression: Psychiatric status. Archives o f General Psychiatry, 
47, 1112-1117.
Harter, S., Marold, D., & Whitesell, N. R. (1992). A model of psycho-social risk factors leading 
to suicidal ideation in young adolescents. Development and Psychopathology, 4, 167- 
188.
Hawkins, W. E., Tan, P. P., Hawkins, M. J., Smith, E., & Ryan, E. (1999). Depressive
symptomatology and specificity of social support. Psychological Reports, 84, 1180- 
1186.
Adolescent Depression 143
Hazan, C., & Hutt, M. J. (1991). From parents to peers: Transitions in attachment.
Unpublished manuscript, Department of Human Development, Cornell University.
Hazan, C., & Shaver, P. R. (1987). Romantic love conceptualized as an attachment process. 
Journal o f  Pe> nality and Social Psychology, 52, 511 -524.
Hazan, C., & Shaver, P. R. (1990). Love and work: An attachment theoretical perspective. 
Journal o f Personality and Social Psychology, 59, 270-280.
Health Canada. (2001). Economic burden of illness in Canada. Http:///www.hc- 
sc.gc.ca/Icdc/publicat/burden/burd5b_e.html.
Health Canada. (2002). Improving the health and well-being of Canada’s youth. 
Http:///www.hc-sc.gc.ca/hppb/phdd/report/toward/back/well.html.
Helsen, M., Vollebergh, W., & Meeus, W. (2000). Social support form parents and friends and 
emotional problems in adolescence. Journal o f Youth and Adolescence, 29, 319-335.
Hollingshead, A. B. (1975). Four factor index ofsocial status. New Haven, CT: Yale 
University.
Holmbeck, G. H. (1997). Toward a terminological, conceptual, and statistical clarity in the study 
of mediators and moderators: Examples from the child-clinical and pediatric psychology 
literatures. Journal o f Consulting and Clinical Psychology, 65, 599-610.
Hops, H., Lewinsohn, P. M., Andrews, J. A., & Roberts, R. E. (1990). Psychosocial correlates of 
depressive symptomatology among high school students. Journal o f Clinical Child 
Psychology, 19, 211-220.
Horowitz, L. M., Rosenberg, S. E., & Bartholomew, K. (1993). Interpersonal problems,
attachment styles, and outcome in brief dynamic psychotherapy. Journal o f Consulting 
and Clinical Psychology, 61, 549-560.
Adolescent Depression 144
Jacobson, R. H., Lahey, B. B., & Strauss, C. C. (1983). Correlates of depressed mood in normal 
children. Journal o f  Abnormal Child Psychology, 11, 29-39.
Kahn, R. L. (1979). Aging and social support. In M. W. Riley (Ed.), Aging from birth to death: 
Interdisciplinary perspectives (pp. 77-91). Boulder, CO: Westview Press.
Kandel, D. B., & Davies, M. (1982). Epidemiology of depressive mood in adolescents: An 
empirical study. Archives o f General Psychiatry, 39, 1205-1212.
Kazdin, A. E. (1988). Childhood depression. In E. J. Mash, & L. G. Terdal (Eds.), Behavioral 
assessment o f childhood disorders (pp. 157-195). New York: The Guilford Press.
Kazdin, A. E. (1993). Adolescent mental health: Prevention and treatment programs. American 
Psychologist, 48, 127-141.
Kazdin, A. E. (1994). Informant variability in the assessment of childhood depression. In W. M. 
Reynolds, & H. J. Johnston (Eds.), Handbook o f depression in children and adolescents 
(pp. 249-271). New York: Plenum Press.
Kemp, M. A., & Neimeyer, G. J. (1999). Interpersonal attachment: Experiencing, expressing, 
and coping with stress. Journal o f  Consulting and Clinical Psychology, 46, 388-394.
Khantzian, E. J., Mack, J. E., & Schatzberg, A. F. (1974). Heroin use as an attempt to cope: 
Clinical Observations. American Journal o f Psychiatry, 131, 160-164.
Kline, R. B. (1998). Principles and practice o f structural equation modeling. New York: The 
Guilford Press.
Kobak, R. R., & Sceery, A. (1988). Attachment in late adolescence: Working models, affect 
regulation, and representations of self and others. Child Development, 59, 135-146.
Kobak, R. R., Sudler, N., & Gambler, W. (1991). Attachment and depressive symptoms during 
adolescence: A developmental pathways analysis. Development and Psychopathology,
Adolescent Depression 145
3, 461-474.
Kovacs, M. (1987). Diagnosis of depressive disorders in children. In G. L. Tischler (Ed.),
Diagnosis and classification o f psychiatry: A critical appraisal ofDSM-IU (pp. 369-383). 
New York: Cambridge University Press.
Lakey, B., & Dickinson, I. G. (1994). Antecedents of perceived support: Is perceived family 
environment generalized to new social relationships? Cognitive Therapy and Research, 
18, 39-53.
Lakey, B., Tardiff, T. A., & Drew, J. B. (1994). Negative social interactions: Assessment and 
relations to social support, cognition, and psychological distress. Journal o f Social and 
Clinical Psychology, 13, 42-62.
Larose, S., Bemier, A., Soucy, N., & Duchesne, S. (1999). Attachment style dimensions,
network orientation and the process of seeking help from college teachers. Journal o f 
Social and Personal Relationships, 16, 225-247.
Larson, R. (1978;. Thirty years of research on the subjective well-being of older Americans. 
Journal o f Gerontology, 33, 109-125.
Lempers, J. D., & Clark-Lempers, D. S. (1992). Young, middle, and late adolescents’
comparisons of the functional importance of five significant relationships. Journal o f 
Youth and Adolescence, 21, 53-96
Lessard, J. C., & Moretti, M. M. (1998). Suicidal ideation in an adolescent clinical sample: 
attachment patterns and clinical implications. Journal o f  Adolescence, 21, 383-395.
Levy, M. B., & Davis, K. E. (1988). Lovestyles and attachment styles compared: Their relations 
to each other and to various relationship characteristics. Journal o f Social and Personal 
Relationships, 5, 439-471.
Adolescent Depression 146 
Lewinsohn, P. M., Rohde, P., & Seeley, J. R. (1998). Major depressive disorder in older
adolescents: Prevalence, risk factors, and clinical implications. Clinical Psychology
Review, 18, 765-794.
Lin, N., & Ensel, W. M. (1984). Depression mobility and its social etiology: The role of life 
events and social support. Journal o f Health and Social Behaviour, 25, 176-188.
Lyons, J. S., Perrotta, P., & Hacnher-Kvam, S. (1988). Perceived social support from family and 
friends: Measurement across disparate samples. Journal o f Personality Assessment, 52, 
42-47.
Main, M., Kaplan, N., & Cassidy, J. (1985). Security of infancy, childhood, and adulthood: A 
move to the level of representation. In I. Bretherton & E. Waters (Eds.), Growing points 
of attachment theory and research. Monographs o f the Society for Research in Child 
Development, 50, 66-106.
Marton, P., Churchard, M. A., Kutchier, S., & Korenblum, M (1991). Diagnostic utility of the 
Beck Depression Inventory with adolescent psychiatric outpatients and inpatients. 
Canadian Journal o f  Psychiatry, 36, 428-431.
McFarlane, A. H., Bellissimo, A., Norman, G., & Lange, P. (1994). Adolescent depression in a 
school-based community sample: Preliminary findings on contributing social factors. 
Journal o f Youth and Adolescence, 23, 601-620.
McLean, D. E., & Link, B. G. (1994). Unravelling complexity: Strategies to refine concepts, 
measures, and research designs in the study of life events and mental health. In W. R. 
Avison, & I. H. Gotlib (Eds.), Stress and mental health: Contemporary issues and 
prospects for the future (pp. 15-42). New York: Plenum Press.
Adolescent Depression 147 
McLoyd. V. C. (1998). Sociodemographic disadvantage and child development. American
Psychologist, 53, 185-204.
Meehan, M. P., Durlak, J. A., & Bryant, F. B. (1993). The relationship of social support to
perceived control and subjective mental health in adolescents. Journal o f  Community
Psychology, 21, 49-55.
Mikulincer, M.., Florian, V., & Weller, A. (1993). Attachment styles, coping strategies, and 
posttraumatic psychological distress: The impact of the Gulf War in Israel. Journal o f 
Personality and Social Psychology, 64, 817-826.
Moreira, J. M., de Fatima Silva, M., Moleiro, C., Aguiar, P., Andrez, M., Bemardes, S., & 
Afonso, H. (2003). Perceived social support as an offshoot of attachment style. 
Personality and Individual Differences, 34, 485-501.
Munsch, J., & Blyth, D. A. (1993). An analysis of the functional nature of adolescents’ 
supportive relationships. Journal o f Early Adolescence, 13,132-153 
Naginey, J., & Swisher, J. (1980). To whom would adolescents turn with drug problems.
Implications for school professionals. High School Journal, Dec/Jan, 80-85.
Nelson-Le Gall, S. (1990). Academic achievement orientation and help seeking behaviour in 
early adolescent girls. Journal o f  Early Adolescence, 10, 176-190.
Newcomb, M. D. (1990). What structural equation modeling can tell us about social support. In 
B. R. Sarason, I. G. Sarason, & G. R. Pierce (Eds.), Social Support: An interactional view 
(pp. 26-63). New York: Wiley.
Nolen-Hoeksema, S., & Girgus, J. S. (1994). The emergence of gender differences in depression 
during adolescence. Psychological Bulletin, 115, 424-443.
Adolescent Depression 148
Nolen-Hoeksema, S., & Morrow, J. (1993). Effects of rumination and distraction on naturally
occurring depressed mood. Cognition and Emotion, 7, 561-570.
O’Connor, L. E., Berry, J. W., Weiss, J., & Gilbert, P. (2002). Guilt, fear, submission, and 
empathy in depression. Journal o f Affective Disorders, 71, 19-27.
Offer, D., Howard, K. I., Schonert, K. A., & Ostrov, E. (1991). To whom do adolescents turn for 
help? Differences between disturbed and nondisturbed adolescents. Journal o f  the 
American Academy o f Child Adolescent Psychiatry, 30, 623-630.
Ognibene, T. C., & Collins, N. L. (1998). Adult attachment styles, perceived social support and 
coping strategies. Journal o f Social and Personal Relationships, 15, 323-345.
Okun, M. A., & Stock, W. A. (1987). Correlates and components of subjective well-being 
among the elderly. Journal o f Applied Gerontology, 6, 95-112.
Oliver, J. M., Reed, C. K. S., Katz, B. M., & Haugh, J. A. (1999). Students’ self-reports of help- 
seeking: The impact of psychological problems, stress, and demographic variables on 
utilization of formal and informal support. Social Behaviour and Personality, 27, 109- 
128.
Olsson, G. I., Nordstrom, M-L., Arinell, H., & Knorring, A-L (1999). Adolescent depression: 
Social network and family climate-A case-control study. Journal of Child Psychology 
and Allied Disciplines, 40,227-237.
Osman, A., Downs, W. R., Barrios, F. X., Kopper, B. A., Gutlierrez, P. M., & Chiros, C. E.
(1997). Factor structure and psychometric characteristics of the Beck Depression 
Inventory-II. Journal o f Psychopathology and Behavioural Assessment, 19, 359-376.
Papini, D. R., & Roggman, L. A. (1992). Adolescent perceived attachment to parents in relation 
to competence, depression, and anxiety: A longitudinal study. Journal o f Early
Adolescent Depression 149
Adolescence, 12, 420-440.
Petersen, A. C. (1988). Adolescent development. In M. R. Rosenzweig, & L. W. Porter (Eds.), 
Annual Review o f Psychology, 39, 583-607.
Peterson, A. C., Compas, B., Brooks-Gunn, J., Stemmier, M., Ey, S., & Grant, K. E. (1993).
Depression in adolescence. American Psychologist, 48, 155-168.
Pierce, G. R., Sarason, B. R., Sarason, I. G., Joseph, H. J., & Henderson, C. A. (1996).
Conceptualizing and assessing social support in the context of the family. In G. R.
Pierce, B. R. Sarason, & I. G. Sarason (Eds.), Handbook o f social support and the family 
(pp. 3-23). New York: The Plenum Press.
Pokomy, S. B., Jason, L. A., Schoeny, M. E., Townsend, S. M., & Curie, C. J. (2001). Do 
participation rates change when active consent procedures replace passive consent. 
Evaluation Review, 25, 567-580.
Procidano, M. E, & Heller, K. (1983). Measures of perceived ocial support from friends and 
from family: Three validation studies. American Journal o f Community Psychology, 11, 
1-24.
Procidano, M. E. (1992). The nature of perceived social support: Findings of meta analytic 
studies. In C. D. Spielberger, & J. N. Butler (Eds), Advances in personality assessment 
(Vol. 9, pp. 1-26). Hillsdale, NJ: Erlbaum.
Radloff, L. S. (1977). A CES-D scale: A self-report depression scale for research in the general 
population. Applied Psychological Measurement, 1, 385-401.
V
Radloff, L. S. (1991). The use of the Center for Epidemiologic Studies Depression scale in 
adolescents and young adults. Journal o f Youth and Adolescence, 20, 149-166.
Adolescent Depression 150
Reimer, M. S., Overton, W. F., Steidl, J. H., Rosenstein, D. S., & Horowitz, H. (1996). Familial 
responsiveness and behavioural control: Influences on adolescent psychopathology, 
attachment, and cognition. Journal o f Research on Adolescence, 6, 87-112.
Reinherz, H. Z., Giaconia, R. M., & Pakiz, B. (1993). Psychosocial risks for major depression in 
late adolescence: A longitudinal community study. Journal o f American Academy of 
Child and Adolescent Psychiatry, 32, 1155-1163.
Revicki, D. A., & May, H. J. (1985). Occupational stress, social support, and depression. Health 
Psychology, 4, 61-77.
Reynolds, W. M. (1992). Depression in children and adolescents. In W. M. Reynolds (Ed.), 
Internalizing disorders in children and adolescents (pp. 149-254). New York: John 
Wiley.
Reynolds, W. M. (1994). Depression in adolescents. Contemporary issues and perspectives. In 
T. H. Ollendick & R. J. Prinz (Eds.), Advances in clinical child psychology (Vol. 16, pp. 
261-316). New York: Plenum Press.
Reynolds, W, M., & Johnston, H F. (1994). Handbook o f depression in children and 
adolescents. New York: Plenum.
Rickwood, D. J. (1995). The effectiveness of seeking help for coping with personal problems in 
late adolescence. Journal o f  Youth and Adolescence, 24, 685-703.
Rickwood, D. J., & Braithwaite, V. A. (1994). Social-psychological factors affecting help- 
seeking for emotional problems. Social Science and Medicine, 39, 563-572.
Roberts, R. E., Lewinsohn, P. M., & Seeley, J. R. (1991). Screening for adolescent depression:
A comparison of depression scales. Journal o f the American Academy o f Child 
Adolescent Psychiatry, 30, 58-66.
Adolescent Depression 151 
Rosenstein, D. S., & Horowitz, H. A. (1996). Adolescent attachment and psychopathology.
Journal o f Consulting and Clinical Psychology, 64, 244-253.
Ruehlman, L. S., & Karoly, P. (1991). With a little flak from my friends: Developmental and
preliminary validation of the test of negative social exchange (TENSE). Psychological
Assessment, 3, 97-104.
Rutter, M. (1985). Resilience in the face of adversity. British Journal o f Psychology, 147, 598- 
611.
Rutter, M. (1986). Depressive feelings, cognitions, and disorders: A research postscript. InM. 
Rutter, C. E,, Izard, & P.B. Read (Eds.), Depression in young people: Developmental and 
clinical perspectives. New York: The Guilford Press.
Salzman, J. P. (1996). Primary attachment in female adolescents: Association with depression, 
self-esteem, and maternal identification. Psychiatry, 59, 20-33.
Sandler, I, N., & Barrera, M., Jr. (1984). Toward a multimethod approach to assessing the 
effects of social support. American Journal o f Community Psychology, 8, 41-52.
Santor, D. A., Ramsay, J. O., & Zuroff, D. C. (1994). Nonparametric item analyses of the Beck 
Depression Inventory: Evaluating gender item bias and response option weights. 
Psychological Assessment, 6, 255-270.
Sarason, I. G., Johnson, J., & Siegel, J. M. (1978). Assessing the impact of life changes: 
Development of the Life Experiences Survey. Journal o f Consulting and Clinical 
Psychology, 46\ 932-946.
Sarason, B. R., Pierce, G. R., Shearin, E. N., Sarason, I. G., Waltz, J. A., & Poppe, I. (1991).
Perceived support and working models of self and actual others. Journal o f  Personality 
and Social Psychology, 60, 273-287.
Adolescent Depression 152
Sarason, B. R., Shearin, E. N., Pierce, G. R., & Sarason, I.. G. (1987). Interrelations of social
support measures: Theoretical and practical implications. Journal o f Personality and 
Social Psychology, 52, 813-832.
Sarason, I. G., Pierce, G. R., & Sarason, B. R. (1990). Social support and interactional
processes: A triadic hypothesis. Predicting, activating, and facilitating social support. 
Journal o f Social and Personal Relationships, 7, 495-506.
Sarason, I. G., Pierce, G. R., & Sarason, B. R. (1990b). Social support: The sense of acceptance 
and the role of relationships. In B. R. Sarason, I. G. Sarason, & G. R. Pierce (Eds.), 
Social Support: An interactional view (pp. 97-128). New York: Wiley.
Scaramella, L. V., Conger, R. D., & Simons, R. L. (1999). Parental protective influences and
gender-specific increases in adolescent internalizing and externalizing problems. Journal 
o f Research on Adolescence, 9, 111-141.
Schaefer, C., Coyne, J. C., & Lazarus, R. S. (1981). The health-related functions of social 
support. Journal o f Behavioural Medicine, 4, 381-406.
Scharfe, E. (1997). Knowing me, knowing you: Reliability and validity o f attachment in a 
clinical sample o f adolescents. Unpublished manuscript, University of Rochester, 
Rochester, New York.
Scheier, L. M., & Botvin, G. L. (1997). Psychosocial correlates of affective distress: Latent- 
variable models of male and female adolescents in a community sample. Journal o f 
Youth and Adolescence, 26, 89-115.
Schoenbach, V. J., Kaplan, B. H., Grimson, R. C., & Wagner, E. H. (1982). Use of a symptom 
scale to study the prevalence of a depressive syndrome in young adolescents. American 
Journal o f Epidemiology, 116, 791-800.
Adolescent Depression 153 
Schonert-Reichl, K. A., & Muller, J. R. (1996). Correlates of help-seeking in adolescence.
Journal o f  Youth and Adolescence, 25, 705-731.
Schwartz, J. A., Gladstone, T. R., & Kaslow, N. J. (1998). Depressive disorders. In T. H.
Ollendick, & M. Hersen (Eds.), Child psychopathology (3rd ed., pp. 269-289). New York:
Plemum Press.
Seiffge-Krenke, I. (1995). Stress, coping, and relationships in adolescence. New Jersey: 
Lawrence Erlbaum Associates.
Seiffge-Krenke, I. (1993). Coping behaviour in normal and clinical samples: more similarities 
than differences. Journal o f Adolescence, 19, 285-303.
Seiffge-Krenke, I. (1989). Problem intensity and the disposition of adolescents to take
therapeutic advice. In Brambring, M., Losel, F., & Showronek, H. (Eds.), Children at 
risk: Assessment, longitudinal research, and intervention. New York: Walter de 
Gruyter,
Shaver, P. R., & Hazan, C. (1993). Adult romantic attachment: Theory and evidence. In D. 
Perlman, & W. Jones (Eds.), Advances in personal relationships (Vol. 4, pp. 29-70). 
London: Jessica Kingsley.
Sheeber, L., Hops, H., Alpert, A., Davis, B., & Andrews, J. (1997). Family support and conflict: 
Prospective relations to adolescent depression. Journal o f Abnormal Child Psychology, 
25, 333-344.
Sheeber, L., & Sorensen, E. (1998). Family relationships of depressed adolescents: A
multimethod assessment. Journal o f Clinical and Child Psychology, 27, 268-277.
Siegel, L. J., & Griffin, N J. (1984). Correlates of adolescent depression. Journal o f Youth and 
Adolescence, 13, 475-487.
Adolescent Depression 154
Silverman, A., & Menna, R. (2001). Adolescents ’ and young adults ’ support-seeking behaviour
to their real life problems. Paper presented at Society for Research in Child 
Development Biennial Meeting, Minneapolis, MN.
Simpson, J. A. (1990). The influence of attachment styles on romantic relationships. Journal o f 
Personality and Social Psychology, 59, 971-980.
Simpson, J. A., Rhodes, W. S., & Nelligan, J. S. (1992). Support-seeking and support-giving 
within couple members in an anxiety-provoking situation: The role of attachment styles. 
Journal o f Personality and Social Psychology, 62, 434-446.
Solomon, Z. (1985). Stress, social support, and affective disorders in mothers of pre-school 
children: A test of the stress-buffering effect of social support. Social Psychiatry, 20, 
100-105.
Spirito, A., Stark, L. J., & Williams, C. (1988). Development of a brief coping checklist for use 
with pediatric populations. Journal o f Pediatric Psychology, 13, 555-574.
Steer, R. A., Kumar, G., Ranieri, W. F., & Beck, A. T. (1998). Use of the Beck Depression 
Inventory-II with adolescent psychiatric outpatients. Journal o f  Psychopathology and 
Behavioural Assessment, 20, 127-137.
Tata, S. P., & Leong, F. T. L. (1994). Individualism-collectivism, social-network orientation, 
and acculturation as predictors of attitudes toward seeking professional help among 
Chinese Americans. Journal o f Counseling Psychology, 41, 280-287.
Teri, L. (1982). The use of the Beck Depression Inventory with adolescents. Journal o f 
Abnormal Child Psychology, 10, 277-284.
Thoits, P. A. (1982). Life stress, social support, and psychological vulnerability. Journal o f  
Community Psychology, 10, 341-362.
Adolescent Depression 155
Thoits, P. A. (1995). Stress, coping, and social support processes: Where are we? What next?
Journal o f Health and Social Behaviour. Extra Issue. 53-79.
Treadwell Gad, M., & Johnson, J. H. (1980). Correlates of adolescent life stress as related to
race, SES, and levels of perceived social support. Journal o f Clinical Health Psychology, 
Spring, 13-16.
Turner, R. J. (1999). Social support and coping. In A. V. Horwitz, & T. L. Scheid (Eds.), A
handbook for the study o f mental health: Social contexts, theories, and systems (pp. 198- 
210). New York: Plemum Press.
Unger, J. B., Kipke, M. D., Simon, T. R., Johnson, C. J., Montgomery, S. B., & Iverson, E.
(1998). Stress, coping, and social support among homeless youth. Journal o f  Adolescent 
Research, 13, 134-157.
Van Ijzendoom, M. H., & Bakermans-Kranenburg, M. J. (1996). Attachment representations in 
mothers, fathers, adolescents, and clinical groups: A meta-analytic search for normative 
data. Journal o f Consulting and Clinical Psychology, 64, 8-21.
Vaux, A. (1988). Social support: Theory, research, and intervention. New York: Praeger.
Vemberg, E. M. (1990). Psychological adjustment and experiences with peers during early
adolescence: Reciprocal, incidental, or unidirectional relationships? Journal o f Abnormal 
Child Psychology, 18, 187-198.
Wallace, J. L., & Vaux, A. (1993). Social support network orientation: The role of adult 
attachment style. Journal o f Social and Clinical Psychology, 12, 354-365.
Waschbusch, D. A., Sellers, D. P., LeBlanc, M., & Kelley, M. L. (2003). Helpless attributions 
and depression in adolescents: the roles of anxiety, event valence, and demographics. 
Journal o f Adolescence, 26, 169-183.
Adolescent Depression 156
Weiss, R. S. (1974). The provisions of social relationships. In Z. Rubin (Ed.), Doing unto others 
(pp. 17-26). Englewood Cliffs, NJ: Prentice-Hall.
Wenz-Goss, M., Siperstein, G. N., Untch, A. S., & Widaman, K. F. (1997). Stress, social
support, and adjustment in middle school. Journal o f Early Adolescence, 17, 129-151.
West, M., Rose, M. S., Verhoef, M. J., Spreng, S., & Bobey, M. (1998). Anxious attachment and 
self-reported depressive symptomatology in women. Canadian Journal o f Psychiatry,
43, 294-297.
West, M., Spreng, S., Rose, S., & Adam, K. (1999). Relationship between attachment-felt
security and history of suicidal behaviours in clinical adolescents. Canadian Journal o f  
Psychiatry, 44, 578-582.
Wethington, E., & Kessler, R. C. (1986). Perceived support, received support, and adjustment to 
stressful life events. Journal o f Health and Social Behaviour, 27, 78-89.
Whitaker, A., Johnson, J., Shaffer, D., Rapoport, J. L., Kalikow, K., Walsh, B. T., Davies, M., 
Braiman, S., & Dolinsky, A. (1990). Uncommon troubles in young people: Prevalence 
estimates of selected psychiatric disorders in a nonreferred adolescent population. 
Archives o f General Psychiatry, 47, 487-496.
Wills, T. A., Vaccaro, D., & McNamara, G. (1992). The role of life events, family support, and 
competence in adolescent substance abuse: A test of vulnerability and protective factors. 
American Journal o f Community Psychology, 20, 349-374.
Windle, M., Miller-Tutzauer, C., Bames, G. M., & Welte, J. (1991). Adolescent perceptions of 
help seeking resources for substance abuse. Child Development, 62, 179-189.
Youniss, J., & Smollar, J. (1985). Adolescent relationships with mothers, fathers, and friends. 
Chicago: University of Chicago Press.
Adolescent Depression 157
APPENDIX A-l: Hypothesized Full Model for Dismissing Attachment
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APPENDIX A-l
Dismissii.^ Attachment Style
The hypothesized full model was run with dismissing attachment (see Figure A.l). The 
overall fit of the hypothesized full model with dismissing attachment was adequate. As 
expected, the chi-square was significant (x2(18)=50.62, p<.001). However, the x2/df and the 
CFI were 2.81 and .97 respectively, indicating reasonably good model fit. In addition, the AGFI 
was .93 which is good. The RMSEA was .06, also indicating good fit. Few of the parameter 
estimates in the model were statistically significant at the .05 level, consistent with the 
correlation matrix. However, a negative variance also was obtained (in the unstandardized 
solution), rendering the solution not admissible.
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APPENDICES A-2 and A-3: Hypothesized Full Model for Fearful Attachment for
Males/Females
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APPENDICES A-2 and A-3 
Gender Effects in the Fearful Attachment Model
Gender effects were tested in the hypothesized model with fearful attachment. For fearful 
attachment, although the fit indices indicated adequate model fit for both groups (x2/df= 1.77, 
CFI= .97, AGFI= .91, RMSEA= .04), the path coefficients yielded some atypical results for 
males. More specifically, some of the parameter estimates exhibited unreasonable estimates. 
See Figures A.2 and A.3 for the standardized solutions for males and females, respectively.
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APPENDICES A-4 and A-5: Hypothesized Full Model for Preoccupied Attachment for
Males/Females
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APPENDICES A-4 and A-5 
Gender Effects in the Preoccupied Attachment Model
Gender effects were tested in the hypothesized model with preoccupied attachment. 
Similarly, for preoccupied attachment, although the fit indices indicated adequate model fit for 
both groups (x2/df= 1.53, CFI= .98, AGFI= .92, RMSEA= .04), the path coefficients yielded 
some atypical results for males as well as a negative variance (in the unstandardized solution), 
which renders the solution for males not admissible. See Figures A.4 and A.5 for the 
standardized solutions for males and females, respectively.
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Teen Background Information Questionnaire
1. When is your birthday? Please give the month, day, and year (example: June 3,1984). 
My birthday is_________________ .
2. What sex are you?
□  Male
□  Female
3. How old are you in years? (example: I am 14 years old.)
I am _________years old.
4. What grade are you in?
□ Grade 9
□ Grade 10
□ Grade 11
□ Grade 12
□ OAC
5. What race or ethnicity do you most identify with?
□ Caucasian
□ Black
□ Hispanic
□ Asian/Pacific
□ Native
□ Other- Specify
6. Are your parents
□ Married
□ Divorced
□ Separated
□ Living together
□ Remarried
□ None of the above
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7. What is your mother’s education level?
□  Less than 7 years
□  Some junior high school (e.g., Grade 7,8, °)
□  Some high school (e.g., Grade 10,11,12)
□  Graduated from high school or equivalent high school diploma
□  Some college or university
□  Graduated from college or university
□  Other_____________
8. What is your father’s education level?
□  Less than 7 years
□  Some junior high school (e.g., Grade 7, 8,9)
□  Some high school (e.g., Grade 10,11,12)
D  Graduated from high school or equivalent high school diploma
□  Some college or university
□  Graduated from college or university
□  Other_________________
9. Is your mother currently employed?
□  Yes
□  No
What is/was your mother’s occupation? ___________________
10. Is your father currently employed?
□  Yes
□  No
What is/was your father’s occupation?
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Circle the number for each statement that best describes how often you felt or behaved this way 
during the past week.
0 1 2  3
Rarely or None Some or a Occasionally Most or All
of the Time Little of the Time or a Moderate of the Time
(less than 1 day) ( 1 - 2  days) Amount of the Time ( 5 - 7  days)
(3 -4  days)
DURING THE PAST WEEK:
1. I was bothered by things that usually don’t bother me....................................................
0 1 2  3
2. I did not feel like eating; my appetite was poor..............................................................
0 1 2  3
3. I felt that I could not shake off the blues even with help from my family or friends....
0 1 2  3
4. I felt that I was just as good as other people....................................................................
0 1 2  3
5. I had trouble keeping my mind on what 1 was doing......................................................
0 1 2  3
6. I felt depressed.... ..........................................................................................................
0 1 2  3
7. I felt that everything I did was an effort...............................................................
0 1 2  3
8. I felt hopeful about the future...............................................................................
0 1 2  3
9. I thought that my life had been a failure 
0  1 2 3
Adolescent Depression 173
0 1 2  3
Rarely or None Some or a Occasionally Most or All
of the Time Little of the Time or a Moderate of the Time
(less than 1 day) ( 1 -2  days) Amount of the Time ( 5 - 7  days)
(3 -4  days)
10. I felt fearful.....................................................................................................................
0 1 2  3
11. My sleep was restless...........................................................................................
0 1 2  3
12. I was happy...........................................................................................................
0 1 2  3
13. I talked less than usual...........................................................................................
0 1 2  3
14. I felt lonely...........................................................................................................
0 1 2  3
15. People were unfriendly.........................................................................................
0 1 2  3
16. I enjoyed life ........................................................................................................
0 1 2  3
17. I had crying spells................................................................................................
0 1 2  3
18. I felt sad ...............................................................................................................
0 1 2  3
19. I felt that people disliked me...............................................................................
0 1 2  3
20. I could not get “going” ..................
0  1 2 3
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Life Experiences Survey 
These are major and minor events that sometimes happen in teen’s lives. Please indicate by 
circling “yes” or “no” if these events happened in your life during the past year.
EVENT: Indicate if this event happened in the last year
Detention in a jail or similar institution Y N
Death of a close family member 
Specify: Y N
Death of a close friend Y N
Outstanding personal achievement Y N
Minor law violations (e.g., traffic ticket) Y N
Girlfriend’s pregnancy Y N
Pregnancy Y N
Change in present work situation (responsibilities, 
hours, etc.) Y N
New job Y N
Serious illness or injury of a close family member: 
Specify: Y N
Trouble with boss (risk of losing job, suspension, etc.) Y N
Major change in money situation Y N
Major change in closeness of family members Y N
Gaining a new family member (brother/sister, 
marriage, person moving in, etc.) Y N
Moved homes Y N
Major change in religious activities (e.g., church 
attendance) Y N
Major change in usual type and/or amount of recreation Y N
Borrowing large sum of money (buying car, T.V., 
getting loan, etc.) Y N
Losing job Y N
Girlfriend having abortion Y N
Having abortion Y N
Major personal illness or injury Y N
Major change in social activities (increase/decrease in 
parties, movies, etc.) Y N
Major change in family living conditions (new home, 
renovating, etc.) Y N
Serious injury or illness of close friend Y N
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EVENT: Indicate if this event happened in the last year
Breaking up with boyfriend or girlfriend Y N
Leaving home for the first time Y N
Getting back together with boyfriend or girlfriend Y N
Strong pressures or expectations from parents, brother, 
sister, or friends Y N
Worry about war Y N
Problems or arguments with parents, brother, sister, or 
friends Y N
Assaulted, robbed, or victim of other violent crime Y N
Involved in a car accident Y N
Friend(s) move away or you move away from a friend Y N
Negative feelings or worries about your appearance Y N
Making decisions about career Y N
One or more of the following hapnened to YOUR 
PARENTS:
a) divorce or separation Y N
b) lost job Y N
c) arrested Y N
d) emotional problems Y N
e) alcohol or drug problem Y N
f) victim of assault Y N
One or more of the following happened to 
A BROTHER OR A SISTER:
a) relationship break- up Y N
b) lost job Y N
c) arrested Y N
d) emotional problems Y N
e) alcohol or drug problem Y N
f) victim of assault Y N
g) unplanned pregnancy or child Y N
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EVENT: Indicate if this event happened in the last year
One or more of the followine happened to A CLOSE 
FRIEND:
a) parental divorce or separation Y N
b) lost job Y N
c) arrested Y N
d) emotional problems Y N
e) alcohol or drug problem Y N
f) victim of assault Y N
g) unplanned pregnancy or child Y N
Problems or fights with parents or a brother or sister Y N
Problems or fights with boyfriend or girlfriend Y N
Problems or fights with friends Y N
Parents having problems or fights with each other Y N
Changing to a new school at same grade Y N
Academic probation Y N
Doing poorly on an important exam or paper Y N
Failing a course Y N
Hassles, arguments, or fights with other students Y N
Other experiences that had an impact on your life in the 
last year: Please list: Y N
a)
b)
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Relationship Questionnaire
The following are four general relationship styles that people often report. Place a 
checkmark (✓) next to the one letter that best describes you or is closest to the way you are.
 A. It is easy for me to become emotionally close to others. I am comfortable depending
on them and having them depend on me. I don’t worry about being alone or having 
others not accept me.
 B. I am uncomfortable getting close to others. I want emotionally close relationships, but I
find it difficult to trust others completely, or to depend on them. 1 worry that I will be hurt 
if I allow myself to become too close to others.
 C. I want to be completely emotionally intimate with others, but I often find that others are
reluctant to get as close as I would like. I am uncomfortable being without close 
relationships, but I sometimes worry that others don’t value me as much as I value them.
 D. I am comfortable without close emotional relationships. It is very important to me to feel
independent and self-sufficient, and I prefer not to depend on others or have others depend 
on me.
NOW, rate each of the relationship styles above to indicate how well or poorly each 
description corresponds to your general relationship style. Please circle the number 
that best fits your response.
STYLE A
1 2 3 4 5 6 7
Not at all 
like me
NeutralZ 
Mixed
Very much 
like me
STYLE B
1 2 3 4 5 6 7
Not at all 
like me
Neutral/
Mixed
Very much 
like me
STYLE C
1 2 3 4 5 6 7
Not at all 
like me
Neutral/
Mixed
Very much 
like me
STYLED
1 2 3 4 5 6 7
Not at all 
like me
Neutral/
Mixed
Very much 
like me
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Relationship Scales Questionnaire
Please answer the following questions about your relationships with others. Circle “1” if the 
statement is not at all like you, a “3” if the statement is somewhat like you, and a “5” if the 
statement is very like you, and a “2” or “4” if it falls in between.
1 2  3 4 5
Not at all Somewhat Very
Like me like me like me
1. I find it difficult to depend on other people...............................................................
1 2 3 4 5
2. It is very important to me to feel independent............................................................
1 2 3 4 5
3. I find it easy to get emotionally close to others.........................................................
1 2  3 4 5
4. I want to merge comr'etely with another person. ......... .....................................
1 2 3 4 5
5. I worry that I will be hurt if 1 allow myself to become too close to others..............
1 2 3 4 5
6. I am comfortable without close emotional relationships...........................................
1 2 3 4 5
7. 1 am not sure that 1 can always depend on others to be there when 1 need them......
1 2 3 4 5
8. 1 want to be completely emotionally intimate with others........................................
1 2 3 4 5
9. 1 worry about being alone..........................................................................................
1 2 3 4 5
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1 2 3 4 5
Not at all Somewhat Very
Like me like me like me
10. I am comfortable depending on other people..........................................................
1 2 3 4 5
11. I often worry that romantic partners don’t really love me......................................
1 2 3 4 5
12. I find it difficult to trust others completely.............................................................
1 2 3 4 5
13. I worry about others getting close to me.................................................................
1 2 3 4 5
14. I want emotionally close relationships....................................................................
1 2 3 4 5
15. I am comfortable having other people depend on me.............................................
1 2 3 4 5
16. I worry that others don’t value me as much as I value them .................................
1 2 3 4 5
17. People are never there when you need them...........................................................
1 2  3 4 5
18. My desire to merge completely sometimes scares people aw ay...........................
1 2 3 4 5
19. It is very important to me to feel self-sufficient.....................................................
1 2 3 4 5
20. I am nervous when anyone gets too close to me...................................................
1 2 3 4 5
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1 2 3 4 5
Not at all Somewhat Very
Like me like me like me
21. I often worry that romantic partners won’t stay with me.........................................
1 2 3 4 5
22. I prefer not to have to have other people depend on me..........................................
1 2 3 4 5
23. I worry about being abandoned.................................................................................
1 2 3 4 5
24. I am uncomfortable being close to others................................................................
1 2 3 4 5
25.1 find that others are reluctant to get as close as I would like..................................
1 2 3 4 5
26. I prefer not to depend on others...............................................................................
1 2 3 4 5
27. I know that others will be there when I need them.................................................
1 2 3 4 5
28.1 worry about having others not accept me...............................................................
1 2 3 4 5
29. Romantic partners often want me to be closer than I feel comfortable being........
1 2 3 4 5
30. 1 find it relatively easy to get close to others..........................................................
1 2 3 4 5
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Relationship with Friends
The statements below focus on feelings and experiences in your relationships with vour 
friends Please circle a “1” if the statement is not at all accurate, a “3” if it is somewhat 
accurate, a “5” if it is completely accurate, and a “2” or “4” if it falls in between. If a question 
is difficult to answer, please just answer it the best way you can
1 2 3 4 5
Not at all Somewhat Very
Accurate Accurate Accurate
1. My friends give me the moral support I need................................................................
1 2 3 4 5
2. Most other people are closer to their friends than I a m ................................................
1 2 3 4 5
3. My friends enjoy hearing what 1 think............................................................................
1 2 3 4 5
4. Certain friends come to me when they have problems or need advice...........................
1 2 3 4 5
5. I rely on my friends for emotional support.......................................................................
1 2 3 4 5
6. If I felt that one or more of my friends were upset with me, I’d just keep it to myself...
1 2 3 4 5
7. 1 feel that I’m on the fringe or edge in my circle of friends..............................................
1 2 3 4 5
8. There is a friend 1 could go to if I were just feeling down, without feeling funny about it 
later.....................................................................................................................................
1 2 3 4 5
9. My friends and I are open about what we think about things............................................ ,
1 2 3 4 5
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1 2  3 4 5
Not at all Somewhat Very
Accurate Accurate Accurate
10. My friends are sensitive to my personal needs.............................................................
1 2 3 4 5
11. My friends come to me for emotional support..............................................................
1 2 3 4 5
12. My friends are good at helping me solve problems......................................................
1 2 3 4 5
13. I have a deep sharing relationship with a number of my friends..................................
1 2 3 4 5
14. My friends get good ideas about how to do things or make things from me...............
1 2 3 4 5
15. When I confide in my friends, it makes me feel uncomfortable..................................
1 2 3 4 5
16. My friends seek me out for companionship.................................................................
1 2 3 4 5
17. I think that my friends feel that I’m good at helping them solve problems................
1 2 3 4 5
18. I don’t have a relationship with a friend that is as intimate as other people’s 
relationships with their friends....................................................................................
1 2 3 4 5
19. I’ve recently gotten a good idea about how to do something from a friend...............
1 2 3 4 5
20. I wish my friends were much different........................................................................
1 2 3 4 5
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Relationship with Parents
The statements below focus on feelings and experiences in your relationships with vour 
parents. If a question is difficult to answer, please just answer it the best way you can.
1 2 3 4 5
Not at all Somewhat Very
Accurate Accurate Accurate
1. My parents give me the moral support I need...................................................................
1 2 3 4 5
2. Most other people are closer to their parents than I am ...................................................
1 2 3 4 5
3. My parents enjoy hearing what I think.............................................................................
1 2 3 4 5
4. My parents come to me when they have problems or need advice.................................
1 2 3 4 5
5. I rely on my parents for emotional support......................................................................
1 2 3 4 5
6. If I felt that one or more of my parents were upset with me, I’d just keep it to myself...
1 2 3 4 5
7. I feel that I’m on the fringe in my family..........................................................................
1 2 3 4 5
8. There is a parent I could go to if I were just feeling down, without feeling funny about it 
later....................................................................................................................................
1 2 3 4 5
9. My parents and I are open about what we think about things............................................
1 2 3 4 5
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1 2 3 4 5
Not at all Somewhat Very
Accurate Accurate Accurate
10. My parents are sensitive to my personal needs......................................................
1 2 3 4 5
11. My parents come to me for emotional support.......................................................
1 2 3 4 5
12. My parents are good at helping me solve problems................................................
1 2 3 4 5
13. I have a deep sharing relationship with my parents...............................................
1 2 3 4 5
14. My parents get good ideas about how to do things or make things from me........
1 2 3 4 5
15. When I confide in my parents, it makes me feel uncomfortable...........................
1 2 3 4 5
16. My parents ask me to do things with them.............................................................
1 2 3 4 5
17. I think that my parents feel that I’m good at helping them solve problems..........
1 2 3 4 5
18. I don’t have a relationship with my parents that is as intimate as other people’s 
relationships with their parents.............................................................................
1 2 3 4 5
19. I’ve recently gotten a good idea about how to do something from a parent........
1 2 3 4 5
20. I wish my parents were much different..................................................................
1 2 3 4 5
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Social Support Functions Inventory
Think back to your most stressful problem in the past 6 months. Below are some sentences which 
may describe things which others might have done to help you cope with your most stressful 
problem. Read each sentence and decide whether it happened when you received help for your 
most stressful problem. If  it did, circle the Y for YES. If it didn’t, circle N for NO.
The help I received 
for my problem
Lent or gave me something that I needed. Y N
Helped me to do something I couldn’t do myself. Y N
Did a favour to help me out. Y N
Showed me what to do. Y N
Tried to calm me down. Y N
Helped me to relax. Y N
Told me the problem was not worth getting upset about. Y N
Helped me to find more information that I needed. Y N
Told me about someone else who could also help me. Y N
Gave me advice. Y N
Suggested I talk to a counsellor, teacher, Minister, or Rabbi. Y N
Helped me to think of all the other choices I had. Y N
Told me what I was doing wrong. Y N
Helped me to decide which alternative was best. Y N
Suggested that I talk to a parent or other adult. Y N
Told me I was doing something right. Y N
Respected my ideas and opinions. Y N
Had faith in me to handle it. Y N
Praised me for something I did well. Y N
Made me feel valued and important. Y N
Gave me confidence to try something I didn’t think I could 
do. Y N
Went out with me to have fun (e.g., movie, shopping) Y N
Exercised, jogged, or played sports with me. Y N
Helped me to get my mind off the problem. Y N
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The help I received 
for my problem
Drank alcohol with me. Y N
Got high with me. Y N
Helped me to accept a problem I could not change. Y N
Told me that things would get better. Y N
Told me I could do something about my situation. Y N
Told me that things could be worse. Y N
Told me that it wasn’t my fault. Y N
Helped me to see the good side of what had happened. Y N
Allowed me to express my feelings. Y N
Spent time with me whenever I needed it. Y N
Told me I could really count on him or her. Y N
Tried to understand my problem. Y N
Encouraged me to keep going. Y N
Said things that made me feel better. Y N
Cared about me and my problem. Y N
Shared/discussed mutual worries or information. Y N
Made me feel part of a group and a sense of belonging. Y N
Engaged in a group activity. Y N
I dealt with the problem myself. Y N
I did not do anything about the problem. Y N
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U N I V E R S I T Y  O F
WINDSOR
Principal Information Letter 
Study of Adolescents’ Feelings of Well-Being and Social Supports
Dear Principal,
We are graduate students in Clinical Psychology at the University of Windsor. We are writing 
this letter to provide you with information about our research study and to ask for your 
permission to recruit participants from your school. This study is being conducted as part of the 
requirements for our Master’s and Doctoral degrees in Clinical Psychology at the University of 
Windsor. Our study examines the relations between social support, life stress, interpersonal 
relationships, and feelings of well-being among adolescents. This research study has been 
approved by the School Board Research Committee and the Ethics Committee of the Psychology 
Department at the University of Windsor.
We are recruiting high school students from grades 9 to 13 and we are hoping to begin data
collection in (date) . We are asking your permission to send parental
information/consent letters home to the guardians/parents of students who meet these criteria and 
are under 18 years of age. We also are asking permission to have students who obtain parental 
consent and who themselves agree to participate to complete the questionnaires at school in 
designated classrooms. The total testing time to complete the questionnaires is approximately 75 
minutes. Following the testing, we would like to provide students and parents with information 
on community resources. Following the testing, we would also like to provide students with the 
opportunity to approach us with any questions or concerns that they may have.
We appreciate that instructional time is extremely valuable. We are asking permission to use 
such time to collect data because the results of this study have the potential to be very useful in 
contributing to our understanding of adolescent depression and help-seeking behaviours. In 
addition, upon completion of the study, we also would be willing to share the findings with 
interested teachers and parents in a workshop. We also will ensure that a copy of the findings is 
forwarded to interested school personnel and parents.
We are more than happy to meet with you to address any questions or concerns you may have or 
to provide you with farther information. Amy Silverman can be reached at 
519-252-4781. Lindsay Stanhope can be reached at 519-254-0421.
Thank you very much for your consideration of our request. We look forward to hearing from 
you.
Sincerely,
Amy Silverman, M. A.
Clinical Psychology Ph.D. Student
Lindsay Stanhope, B.Sc.
Clinical Psychology M.A. Student
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Principal Consent Form 
Stndv of Adolescents* Feelings of Well-Being and Social Supports
Dear Principal,
Please review and sign this consent form and return to the address below. You may keep the 
information letter for your own records.
Amy Silverman and Lindsay Stanhope 
Graduate Students, Department of Psychology 
401 Sunset Ave.
University of Windsor 
Windsor, ON 
N9B 3P4
Please place a checkmark beside the appropriate statement:
I have read and I understand the attached project information letter. I give my consent 
for Ms. Amy Silverman and Ms. Lindsay Stanhope to recruit participants from my school 
and to conduct data collection on the premises.
I do not wish the students of my school to participate in this study.
School:
Principal’s Name (please print):
Phone Number:
Principal’s Signature: Date:
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Parent’s/Guardian’s Information/Consent Sheet 
Study of Adolescents* Feelings of Well-Being and Social Supports
Dear Parent(s),Guardian(s), and Students over 18 years of age,
We are writing this letter to request your permission to allow your son/daughter (under the age 
of 18) to participate in our study. Or, if you are a teen over 18 years of age, we are requesting 
your participation in our research project.
This research has been cleared by the Ethics Committee of the Psychology Department of the 
University of Windsor, and any concerns may be reported to Dr. Stewart Page, Chair of the 
Ethics Committee (519-253-3000 ext. 2243). The Catholic School Board and your Vice 
Principal, Mary-Margaret Parent, have kindly given their permission for this research to take 
place in Assumption College High School.
Purpose: This study is about how teens feel about themselves, the kinds of stress they 
experience, and the supports they receive from others.
What Participants Do: Participants will be asked to complete 13 brief questionnaires about 
his/her stress, social supports, relationships, and feelings of well-being. The questionnaires will 
be administered during regular school hours. The questionnaires will take approximately 75 
minutes.
Participant’s Rights: Involvement in this study is voluntary. Any participant may drop out of 
! he study at any time or choose not to answer any question(s) that he/she feels uncomfortable 
answering.
Some of the questionnaires used in this study were designed to be screening tools to identify 
adolescents who might be experiencing emotional difficulties. It is incumbent upon us to inform 
you if it appears that your son/daughter (under 18 years of age) may be distressed or at risk for 
depression. If the participant is over 18 years of age and indicates that he/she may be distressed 
or at risk for depression, we will be contacting that participant directly. With consent, we can 
also notify the school psychologist, social worker, or guidance counselor. Due to the nature of 
the types of questionnaires used in this study, inaccuracies in the information obtained may 
result. In addition, some adolescents who are experiencing emotional distress may not be 
identified by these questionnaires because they rely on self-nport information. A thorough 
assessment provided by a mental health professional would be necessary to determine if your 
son/daughter is emotionally distressed. Some community resources are provided:
Help Link (Central access number where referrals are made) 257-5437 
Distress Centre Windsor Essex County 256-5000 
Kids Help Phone 1-800-668-6868
Children’s Crisis Service (CSS)
690 Cataraqui St.
Windsor, ON
N9A 3P1 519-252-2720 or 1-800-265-5609 (24-hour service)
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Regional Children’s Centre (RCC)- Windsor Western Hospital 
1453 Prince Road 
Windsor, ON
N9C 3Z4; 519-257-5215 or 519-257-5437
Teen Health Centre (THC)
1585 Ouellette Ave.
Windsor, ON
N9X 1K5; 519-253-8481 (Central number)
Teen Health Centre Windsor/Essex Countv Satellite Offices:
Belle River & District Community Health Smart Drug Store 
Information Centre 1775 Sprucewood
57IB Notre Dame St., Belle River LaSalle
South Essex Community Centre Kingsville Youth Centre
215 Talbot St. E. 1 Main St. W., Unit 7
Leamington Kingsville
Essex Youth Centre Amherstburg Community Services
242 Talbot St. N. 400 Sandwich St. S., Unit 31
Essex Amherstburg
The Teen Health Centre also offers a parent support group. You may also want to contact your 
family physician to discuss any mental health related concerns and/or questions.
The paperwork for this project will be kept confidential. Participants’ responses will be 
identified by a code number and will not appear on any of the questionnaires or reports of this 
study. This code number will allow us to identify those participants who may be experiencing 
emotional difficulties.
Feedback: If you are interested in a copy of the results once the study has been completed, 
please indicate your name and mailing address on the consent form.
If you have any questions about this study or would like further information, please feel free to 
contact us or our supervisor, Dr. Rosanne Menna.
Amy Silverman, M. A. Rosanne Menna, Ph.D., C. Psych.
Department of Psychology Department of Psychology
University of Windsor University of Windsor
519-973-7012 519-253-3000 ext. 2230
Lindsay Stanhope, B.Sc. 
Department of Psychology 
University of Windsor 
519-253-3000 ext. 2215
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PLEASE RETURN TO YOUR SCHOOL 
BY (DATE*
I ,__________________________HAVE READ AND I UNDERSTAND THIS CONSENT
(parent/guardian or student over the age of 18 print name in full)
FORM AND GIVE PERMISSION__________________________________________ TO
(print student’s name in full)
PARTICIPATE IN THIS STUDY ____________________________
(signature/relationship to student)
DATE:___________________  PHONE NUMBER:
YES,______ I would like to receive a copy of the results of this study (please write address
below)
ADDRESS:
Adolescent Depression
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Teen Consent Form
Study of Adolescents’ Feelings of Well-Being and Social Supports
Our names are Amy Silverman and Lindsay Stanhope. We are students at the University of 
Windsor. We would like you to participate in our study about teen relationships, stress, and 
well-being.
If you are under 18 years of age, your parent or guardian has given permission for you to 
participate in this study. It is now your turn to decide if you would like to take part.
If you agree to participate, we will ask you to read and answer some questions. There are 13 
brief questionnaires to answer and it will take about 75 minutes to fill them out. These questions 
have no right or wrong answers and all of your answers will be kept private. Your name or 
school will not appear on any reports of the results. We will not share your answers with your 
teachers, parents, or other teens. However, there are some very important exceptions when we 
might need to contact your parents.
Sometimes, teens have problems that make them feel very sad or unhappy. If we think that a 
teen is having serious difficulties, we will need to contact their parents and other people who can 
help them. When these people are contacted, they will be told that the teen is experiencing some 
difficulties and will be provided with some resources where they can get some help.
If you would like to participate in our study, please sign your name below and return the signed 
part to one of us. You don’t have to answer all of the questions if you don’t want to and you can 
stop any time if you decide that you don’t want to finish the questionnaires. If you have any 
questions about the study, we are more than happy to answer them.
I have read and understand the above information and I agree to participate in this study.
Name (please print) Date
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Instructions Read Aloud to the Teens 
Study of Adolescents* Feelings of Well-Being and Social Supports
Teen Tutroduction
Hi, our names are Amy Silverman and Lindsay Stanhope. We are students at the 
University of Windsor. We are doing a project on the stress that teens experience, the types of 
support teens receive for their problems, and the feelings teens have. We would like to know if 
you would like to help us out today.
Teen Consent
(Your parent or guardian has given permission for you to participate in this study). It is now 
your turn to decide if you would like to take part. If  you agree to participate, we will ask you to 
read and then answer some questions. There are 13 different questionnaires to answer and it will 
take about 75 minutes to fill them out. These questions have no right or wrong answers. We 
will not share your answers with your teachers, parents, or other teens. However, in some cases, 
we might need to contact your parents.
Sometimes, teens have problems that make them feel sad or unhappy. If we think some of the 
teens who answer our questions are having some difficulties, we will need to contact their 
parents and other people who can help them. When discussing the results of the study, your 
name or school will not appear on any reports.
If you would like to participate in our study, please sign your name on the line below. You don’t 
have to answer the questions if you don’t want to and you can stop any time if you decide that 
you don’t want to keep going once you get started. If you have any questions about the study, 
we are more than happy to answer them.
Instructions to the Teens
In this study, you are asked to fill out 13 questionnaires about your relationships, stress, and 
feelings of well-being.
At the beginning of each questionnaire, there will be a set of instructions. It is very important 
that vou read the instructions very closely before completing each questionnaire. If you have 
any questions, please ask one of us and we will be happy to help you. For some of the 
questionnaires, you will be asked to rate your responses on a scale. For others, you will be asked 
to circle the correct answer or choose the answer that best applies to you.
For all of the questionnaires, please answer all the questions without skipping (except when told 
to do so). Answer the questions as honestly and accurately as you can. There are no right or 
wrong answers. If you are unsure of which answer to choose, give the answer that is closest to 
how you feel.
If vou do not wish to answer a particular question, vou mav skip it. All of your answers are 
confidential. Your name will not appear on any of the questionnaires. We will not share your 
answers with your teachers, parents, or other teens. However, in some cases, as already 
explained, we might need to contact your parents.
Teen Background Information Questionnaire: This first questionnaire asks for your age, 
gender, ethnicity, and your parents’ marital status, education, and occupation.
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BDI-II; This next questionnaire asks about the thoughts and feelings that teens have. For each 
group of sentences, pick the 1 sentence that best describes you in the last 2 WEEKS, including 
today.
CES-D: This questionnaire also asks about the thoughts and feelings that teens have. This time, 
for each question, pick the statement that best describes how often you felt or behaved this way 
during the PAST WEEK. The choices range from“Rarely or none of the time” (less than 1 day) 
to “Most or all of the time” (5 to 7 days).
YSR: This questionnaire asks you questions about your interests, abilities, and feelings. For 
this questionnaire, please indicate your response by filling in a bubble on the answer sheet. Be 
sure to fill in the bubble completely and to only fill in one answer or bubble per question (unless 
the question asks otherwise).
Life Experiences Survey: This questionnaire lists major and minor events that sometimes 
happen in teen’s lives. Please indicate by circling “Y” (yes) or “N (no) if these events happened 
in your life during the PAST YEAR.
Relationship Questionnaire: This questionnaire lists 4 sentences describing relationship styles. 
Place a checkmark ( / )  next to the 1 style that best describes the way you are in relationships. 
Then, rate each relationship style on a scale from 1 (not at all like me) to 7 (very much like me).
Relationship Scales Questionnaire: This questionnaire has similar sentences to the one before. 
You answer this one in a similar way. Rate each sentence about relationships on a scale from 
l(not at all like me) to 5 (very much like me).
Relationship with Parents and Friends: This questionnaire asks about feelings and 
experiences in your relationships with your parents, and then friends. Rate each sentence on a 
scale from 1 (not at all accurate) to 5 (completely accurate).
Stressful Problems: This questionnaire will ask you to write down your three most stressful or 
upsetting problems that you have had in the last 6 months. You are then asked to circle the most 
stressful or upsetting problem and answer several questions about it, including 
how you dealt with the problem.
Social Support Functions Inventory; This questionnaire asks you to think back to your most 
stressful problem in the past 6 months. Then, it lists things people might have done to help you 
with your problem (for example, “lent or gave me something that I needed”). For each, indicate 
whether it happened when you received help for your problem (circle Y for Yes or N for No).
Help-Seekinp Resource Checklist: This questionnaire asks you to check ( / )  who is available 
for you to seek help from when you have a problem (that is, who you could ask for help) and 
then who you have actually asked for help with you problems in the last 6 months.
Barriers to Adolescent Seeking Help: This questionnaire asks about reasons why you might 
not ask for help from a professional helper (e.g., psychologist, social worker, psychiatrist). 
Answer every question and check ( / )  the response that is most like your feelings about that 
question. The responses range from “strongly agree” to “strongly disagree”.
Barriers to Informal Help Seeking; This last questionnaire asks about reasons why you might 
not ask for help from someone who is a part of your everyday social network (i.e., parents, peers, 
teachers). Answer every question and check ( / )  the response that is most like your feelings 
about that question. The responses range from “strongly agree”to “strongly disagree”.
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ft
U N I V E R S I T Y  O F
WINDSOR
Study of Adolescents’ Feelings of Well-Being and Social Supports 
Amv Silverman & Lindsay Stanhope. University of Windsor
REMINDER TO TEACHERS:
The study is scheduled to take place on (date! during your class. If there are other 
students who would like to participate (who have not yet submitted their consent form), please 
encourage them to submit their parental consent forms by that date. We will collect them at that 
time.
Testing should take approximately one class period. Participation is voluntary. Students who 
return consent forms will have a chance to win FREE movie theatre gift certificates!!!
The winners will be announced on (date! . Thank you again for your assistance. It is 
GREATLY appreciated.
If you have any questions or concerns, please do not hesitate to contact Amy Silverman at 
519-973-7012.
DEPARTMENT OF PSYCHOLOGY 
401 SUNSET • WINDSOR ONTARIO • CANADA N9B3P4 • S19/2S3-4232 (2215)
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Feedback form for Teens
Stndv of Adolescents’ Feelings of Well-Being and Social Supports
Thank you very much for helping us out with this project. The purpose of this study was to 
examine how teens feel about themselves, the kinds of stress they experience, and the supports 
they receive from others.
If you feel you may need psychological services, some community resources are provided 
below:
Help Link (Central access number where referrals are made) 257-5437
Distress Centre Windsor Essex County 256-5000
Kids Help Phone 1-800-668-6868
Children’s Crisis Service (CSS)
690 Cataraqui St.
Windsor, ON 
N9A 3P1
519-252-2720 or 1-800-265-5609 (24-hour service)
Regional Children’s Centre (RCC)- Windsor Western Hospital 
1453 Prince Road 
Windsor, ON 
N9C 3Z4
519-257-5215 or 519-257-5437
Teen Health Centre (THC)
1585 Ouellette Ave.
Windsor, ON 
N9X 1K5
519-253-8481 (Central number for the Teen Health Centre offices)
Teen Health Centre Windsor/Essex Countv Satellite Offices:
Belle River & District Community 
Information Centre 
57IB Notre Dame St.
Belle River
Health Smart Drug Store 
1775 Sprucewood 
LaSalle
South Essex Community Centre 
215 Talbot St. E.
Leamington
Essex Youth Centre 
242 Talbot St. N.
Essex
Kingsville Youth Centre 
1 Main St. W., Unit 7 
Kingsville
Amherstburg Community Services 
400 Sandwich St. S., Unit 31 
Amherstburg
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You may also want to contact your school’s guidance office or your family physician to discuss 
any mental health related concerns and/or questions.
This research has been cleared by your school. This research has also been cleared by the Ethics 
Committee of the Psychology Department of the University of Windsor, and any concerns about 
the procedures may be reported to Dr. Stewart Page, Chair of the Ethics Committee (519-253- 
3000 ext. 2243).
If you have any questions about your participation in this study or would like information about 
the findings, please feel free to contact us. You may also contact our supervisor, Dr. Rosanne 
Menna, at the University of Windsor.
Amy Silverman, M. A. 
Department of Psychology 
University of Windsor 
519-973-7012
Lindsay Stanhope, B.Sc. 
Department of Psychology 
University of Windsor 
519-253-3000 ext. 2215
Rosanne Menna, Ph.D., C. Psych. 
Department of Psychology 
University of Windsor 
519-253-3000 ext. 2230
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Teens found to be at Risk for Depression
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Letter to Parent’s/Guardian’s of Adolescents Found to be At-Risk for Depression 
Study of Adolescents’ Feelings of Well-Being and Social Supports
Dear
Thank you for permitting your teen to participate in our study examining stress, social supports, 
and feelings of well-being among adolescents.
Part of our responsibility in conducting this study is to inform parents if we think their teen may 
be experiencing emotional distress. After looking at your teen’s responses to various 
questionnaire items, it is possible that your teen may be feeling sad or unhappy about 
himself/herself. Also, some of your teen’s responses appear to indicate that your teen may 
sometimes think about harming himself/herself.
Although your teen’s responses suggest that he/she may feel sad, it is important to remember 
that due to the nature of the types of questionnaires used in this study, inaccuracies in the 
information obtained may result. If you are concerned that your teen may feel sad or unhappy, a 
thorough assessment provided by a mental health professional would be necessary to determine 
if your teen is emotionally distressed. If you feel that your teen may benefit from psychological 
services, some community resources that you can contact are listed below. You also can contact 
your family physician for a referral. In addition, you can contact your School Principal and/or 
social worker and discuss your concerns with them.
Help Link (Central access number where referrals are made) 257-5437
Distress Centre Windsor Essex County 256-5000
Kids Help Phone 1-800-668-6868
Children’s Crisis Service (CSS)
690 Cataraqui St.
Windsor, ON 
N9A3P1
519-252-2720 or 1-800-265-5609 (24-hour service)
Regional Children’s Centre (RCC)- Windsor Western Hospital 
1453 Prince Road 
Windsor, ON 
N9C 3Z4
519-257-5215 or 519-257-5437
Teen Health Centre (THC)
1585 Ouellette Ave.
Windsor, ON 
N9X 1K5
519-253-8481 (Central number for the Teen Health Centre offices)
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Teen Health Centre Windsor/Essex Countv Satellite Offices:
Belle River & District Community 
Information Centre 
57IB Notre Dame St.
Belle River
South Essex Community Centre 
215 Talbot St. E.
Leamington
Essex Youth Centre 
242 Talbot St. N.
Essex
Health Smart Drug Store 
1775 Sprucewood 
LaSalle
Kingsville Youth Centre 
1 Main St. W., Urn*: 7 
Kingsville
Amherstburg Community Services 
400 Sandwich St. S., Unit 31 
Amherstburg
Alternatively, we can contact your teen’s School Principal. If you would like us to contact your 
teen’s School Principal, please complete the enclosed consent form and return it to us in the 
stamped, self-addressed envelope.
Sincerely,
Amy Silverman, M. A.
Lindsay Stanhope, B.Sc.
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Parent’s/Guardian’s Consent Form for Adolescents At-Risk for Depression
Study of Adolescents’ Feelings of Well-Being and Social Supports
I understand that the results of Ms. Silverman’s and Ms. Stanhope’s study show that my teen 
may be feeling sad or unhappy and may sometimes think about hurting himself/herself.
I am aware that although my teen’s responses suggest that he/she may feel sad, it is important to 
remember that due to the nature of the types of questionnaires used in Ms. Silverman’s and Ms. 
Stanhope’s study, inaccuracies in the information obtained about my teen may result.
I understand that Ms. Silverman and Ms. Stanhope will inform the School Principal that my 
teen’s overall responses to the questionnaires used in this study are indicative of a teen who may 
be experiencing emotional distress and that my teen might benefit from a thorough assessment. 
The purpose of this assessment would be to determine if my teen is feeling sad or unhappy and 
to consider if my teen might benefit from counselling or therapy.
I also understand that Ms. Silverman and Ms. Stanhope will not be showing or discussing my 
teen’s individual responses to the questionnaires with the staff members from my teen’s school.
Yes,_______________________ would like Ms. Silverman and Ms. Stanhope to contact the
(parent’s/guardian’s name)
School Principal of
_______________________________ and inform him/her that my teen may be experiencing
(student’s name)
some emotional distress.
(Parent’s/Guardian’s Signature) (Date)
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